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DEPRESSIVE STATES IN THE SOLDIER 


THEIR SYMPTOMS, CAUSATION, AND PROGNOSIS 


BY 


R. F. TREDGOLD, M.B., B.Ch., D.P.M. 
Captain, R.A.M.C. 


Among the patiénts of a military hospital for psychotics 
the number of cases of depression appeared to be note- 
worthy. These cases were of many different types, they 
had been precipitated by a number of causes in various 
personalities, and their course varied. An attempt was 
therefore made (i) to differentiate the types ; (ii) to analyse 
the factors in each case and to correlate them if possible ; 
and (iii) to describe the course, and response to treatment, 
of the various cases. 


Differentiation of Types 

In 1926 began the considerable controversy in this 
country on the question of differentiation between 
psychoses and neuroses, which unfortunately still con- 
tinues. This had been provoked by Mapother (1926), who 
stated that the distinction had grown out of practical differ- 
ences and that he could find no other basis for it. This 
was hotly contested by many speakers, their protagonist 
being Ross (1926), who has since defined his views more 
concisely (1937), stressing the differentiation of anxiety 
states from depressive psychoses. In point of fact he does 
not mention depression as a symptom occurring in an 
anxiety state, but his distinction of the latter from the 
depressive psychosis is based on the extent of its depen- 
dence on environment, as well as on the absence of 
retardation and presence of insight. : 

Gillespie (1929) set up a group of neurotic depressions, 
separated from the psychotic in their greater reactivity— 
that is, the greater dependence of their affect on conscious 
factors, internal or external. He also gave a list of criteria 
suggested for the distinction of neuroses from psychoses 
(Gillespie, 1930). Yellowlees (1930) also held these views, 
basing his distinction on the patient’s possession of insight. 

Rogerson (1940) has based on the above views a classifi- 
cation into psychoses and neuroses, each again subdivided 
into anxiety and depressive states, the distinction—the 
integrity of the rationalizing power of the mind—thus 
resting on a study of the extent of the dependence of the 
mood-change on external reality and conscious strivings. 
He holds also that in a psychotic a defence mechanism 
Operates in a far more wholesale way than in a neurotic. 


It may here be interesting to note that many of this 
school base their sharp distinction on one criterion— 
but this criterion is itself a matter of degree. Thus 
Rogerson diagnosed the psychotic type by the far more 
wholesale appearance of a defence mechanism, and Yellow- 
lees by the possession of insight, a quality whose assess- 
ment (as Curran points out) Lewis (1934b) has shown to 
be extremely difficult, while Gillespie’s most important 
criterion was of comparatively less reactivity. It would, 
however, seem more helpful to look for a distinction, if any, 
in the mechanism of the reaction. Thus it might be held 
that neurotic depression is an exaggeration of a normal 
reaction—that is, an attribution of failure to insurmount- 
able difficulties—while the psychotic depression is com- 


pletely abnormal, being, in its admission of total failure, 
biologically dangerous. 

The basis of such a distinction was thus held by the 
authorities quoted as resting on psychopathology, and its 
use was justified in that it indicated also a complete dis- 
tinction of treatment and prognosis, as will be mentioned 
later. Completely opposite views have, however, been 
given in classic phrases by Mapother and Lewis (1937), 
who, speaking generally, stated that distinction between 
neurosis and psychosis is at times convenient but without 
substance. Lewis (1934a) condemns a sharp distinction 
between depressive states as not found in Nature and of no 
help to thought and action, and stresses that, like every 
other illness, depression is the result of environment 
working on the organism: there will be a great number of 
possible combinations according to the individual’s in- 
herited endowment and training, and the particular con- 
stellation of environmental forces. Applied to his cases 
Gillespie’s criteria gave contradictory results. Lewis’s 
view was supported by Curran (1937), who also attacked 
the criteria of distinction suggested by Gillespie, and in 
various cases showed an entire absence of correlation. He 
proposed that the types of depression should be regarded 
as a graded sequence. He also attacked the sharp distinc- 
tion in recommended treatment. Symonds (1939) con- 
sidered the difference in types to be merely one of degree. 


Grouping of Cases 

Of 274 consecutive cases admitted to the hospital in the 
first six months 70 were selected as “depressions.” This 
diagnosis was made on the criterion of “ anyone who was 
unhappy and ill with his unhappiness ” without any other 
significant illness to cause this (Lewis, 1938). The cases 
were first studied from a clinical standpoint ; it appeared 
that they could be separated into several types entirely from 
Overt symptoms, and it must be emphasized that not until 
they had been so grouped was their psychopathology con- 
sidered. Since the symptoms varied during the patient’s 
progress, the most acute phase during their stay in hospital 
was taken to determine the group. The cases may be 
classified as follows: 


1. Agitated Melancholia.—The symptoms were acute misery, 
apprehension at times amounting to terror, delusions and hallu- 
cinations of persecution, and self-reproach. There were occa- 
sional periods of calm, which usually ended abruptly. Suicidal 
attempts were common. These patients showed a complete lack 
of insight or co-operation. 

2. (a) Anxious; (b) Hypochondriacal.—These patients showed 
depression accompanied by preoccupation of (a) disaster, or (b) 
bodily ailment, respectively. Though lacking in self-confidence, 
they possessed some self-control and could respond to reassur- 
ance. There was in some cases a knowledge that their worries 
were probably exaggerated. The more acute cases of both these 
subgroups were practically indistinguishable from the milder 
ones in Group 1. 

3. Emotional.—Symptoms in this group were a deeper depres- 
sion with marked emotional instability, sometimes repetition and 
tetardation, with feelings of unworthiness and disaster which in 
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general the patient realized to be irrational but were none the 6. Recovering (?).—The last group consisted of five patients betwe 
iess distressing. These remains of insight were not, however, whose symptoms had disappeared to a great extent by the time the di 
associated with any power of co-operation. of admission but who had attempted suicide while acute} ith 
4.—This group may be regarded as midway between Groups 2. depressed ; their history was, however, not adequate enough to (wi 
and 5, anxiety being on the decrease but retardation the reverse. decide into which of the above groups they should fall. On 
5. Retarded.—Retardation was here pronounced, and in , their 
some cases amounted to stupor. No agitation or_ repetition There are thus a number of cases ranging from the ment 
occurred, and there was little emotional instability. The patient acutely agitated to the acutely retarded, which, though facto’ 
often expressed himself as desiring merely to lie curled up in they have here been subdivided, could accurately be “ae 
bed and to be left alone. Suicidal attempts had frequently been d sed Grou 1.2. 4. ona § at 
made before admission. Co-operation varied with the degree of @&S¢ribed as a sequence. ps i, 4 % present a symb 
retardation. more or less regular sequence ; Group 3, though placed whet 
is 
TABLE 
FACTORS Symptoms tingu 
(Column 1) (Column 2) | (Column 3) SE state: 
Case No | 23 Result as ps 
erson- | ong- etard- | Repe- mot’. ttri- 0-op- 
ality | s.anding | SUdden | Onset | Anxiety | ation | tition | Instab. sight | bution | eration | conte 
Group 1 | Gon 
1 Normal | 6 6| +++ + 0 In M.H regar 
2 M.D. | E ++ + + 0 In 0 is : 
3 ” | E | + + 0 Ex 0 
4 | ++ + 0 Ex 0 32 
5 Worrying | A + 0 In 0 | Improving 
6 Inferior | - | + + 0 In 0 & | Recovered Tr 
7 Worrying | Ft A +++ oa | + aa 0 In 0 Improving | 
8 | | Ft A ++ + | + Ex | 0 Recovered have 
Group 2(a) Roge 
9 Worrying | F + + + ++ In 0 Recovered of 1 
10 M.D. F D A + + ++ + 0 In 0 cd : 
12 + Worrying | FP ++ ++ ++ Ex 0 am 
13 + E + + ++ Ex ++ as 
14 Bt A + In ++ In a 
15 Normal Bt + + See Ex ++ | ie 
16 Inferior | BY A ++ Ex o Ss type 
Group 2(b) : | simil 
17 Dep. ++ ++ + | Ex te Ss Recovered estin 
18 + Worrying Bt F + Ex 
19 Dep. Bt A o | Ex the 
20 Normal Bt + In + “ 
21 Ft Bt A + Ex + Ss ps} 
2 a Bt A + + + Ex ar | ” 
23 Worrying P + + + Ex A 
24 Hysteric BY | D + + + Ex ~ ae that 
25 Bt + + Ex ” 
26 Worrying Dt + Ex ditio 
Group 3 , the 
27 - Worrying oF + ++ ++ + In 0 NY Recovered the 
28 Normal B E + + 0 In NY 
29 Inferior D A + In 0 inac 
30 Dep. BiP + ++ ++ ++ In Ss 
.D. + + n + i 
34 P A + + + En anx! 
35 Dep.* F =f + + ++ Ex ++ 2 
36 Dep. D + ++ Ex ++ ” co-O 
Group 4 adm 
37 =e Inferior Bt P + + ++ In + Recovered who 
38 + Dep. E + = ++ In + ” 
39 Normal Bt A ++ + Ex prot 
40 + Dep. D + + + In + % a cc 
41 Worrying 4 + 4. In C.E.S. 
42 Inferior A + + Ex a Recovered cutl 
43 .D. P A + _ Ex + C.E.S. 
44 Dep. A + e Ex + Recovered co-c 
Group 5 cert 
45 Dep. Bt Ft ++ 0 In 0 “ the 
46 Inferior Fr A ++ 0 In 9 - 
47 M.D. ++ + Ex 
48 E +++ 0 Ex 
49 P ++ 0 In 0 
50 Worrying E A ++ 0 Ex + *” P 
51 te E + 0 In 0 ie 
52 M.D. Fr A In it n 
53 Worrying | D ++ Ex + ” 
54 oa Dep. D A ++ 0 In 0 »” qua 
55 Dep.* ++ + + In + xs h 
36 M.D. Ft D + Ex 0 the 
57 Dep.* A + ++ In + ” 
38 Dep. Fj A + +4 Ex + S “ A 
59 + M.D. Ft + + In ~ wea 
60 Dep. P + + In + C.E.S. on 
61 M.D. E + + Ex + Recovered 
62 E + + In 0 patt 
63 ve D A + + 0 In oa 0» idea 
64 + ” Bt F A + b + Ex + dis 
65 Dep.* E + Ex + 
Group 6 pre 
Normal F Ft A ++ a Ex Recovered 
67 Bt A + 4 Ex ++ B 
68 Inferior F A + In ++ -—F 
69 M.D. Ft + + Ex ++ 2 Far 
70 Worrying D D + + + In + ae 
tary 
Factors.—Dep. = Depression. * =Previously certified. _M.D.=Mental defective. _B=Bombardment. D=Uncongenial discipline. | E=Enlistment. 
F=Family troubles. _P=Physical illness. | +t=Major. 
Symptoms.—A = Acute. Ex=to external causes. In=to internal causes. SpEcIFIC TREATMENT.—S =Somnifaine. C=Cardiazol. trar 


RESULT.—C.E.S.=Discharge to sheltered civil employment. 


H=Discharge home to c/o friends. 


M.H. =Discharge to a mental hospital. 
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between Groups | and 5, may be regarded as a little off 
the direct line, being characterized by emotional instability 
(with little anxiety). | 

Once these cases had been grouped on clinical grounds 
their possession of insight and their response to environ- 
ment were noted ; the exact assessment of each of these 
factors in any individual was extremely difficult, but an 
attempt was made to represent their relative strength by 
symbols as in Table I, Column 3. It was also noted 
whether the patient placed the blame for his depression on 
his environment or on himself. 

If these were regarded as the criteria by which to dis- 
tinguish psychosis from neurosis the more acute clinical 
states either of anxiety or of retardation could be grouped 
as psychoses, and the milder as neuroses. However, the 
contention is here put forward that efforts at such distinc- 
tion are both false and misleading, and that it is correct to 
regard the cases as a graded sequence 


Transition 


' Transition from one condition to the other seems to 
have evoked curiously little remark in recent literature. 
Rogerson, moreover, quotes Ross’s figures of the follow-up 
of 1,043 cases of neurosis discharged from the Cassel 
Institute (and of which only 5% later developed psychosis) 
as evidence that a distinction between the two types existed. 
In any case, there seems no particular reason why a mild 
type of illness should be more severe on recurrence. A 
similar follow-up of recovered psychotics would be inter- 
esting. Recently, however, Symonds (1941) commented on 
the frequency of diurnal variations from “ neurotic” to 
“psychotic type. 

A study of the individual cases in our series showed 
that a number of those convalescing passed from a con- 
dition undoubtedly psychotic to one that was neurotic (by 
the above criteria), and a number of those relapsing did 
the reverse. Thus Case 6 on admission was agitated, 
inaccessible, and had repeated delusions of impending 
disaster, coupled with auditory hallucinations ; his delu- 
sions faded as he recovered, but he showed some 
anxiety and repetition, and increasing insight and 
co-operation. In contrast, patient No. 5—who when 
admitted was mildly anxious and lacking in self-confidence, 
who worried over real financial matters and lack of Army 
promotion, but was moderately co-operative—relapsed into 
a condition of acute terror, with vivid delusions of perse- 
cution by Germans and a complete lack of insight or 
co-operation. Here the rapid transition. of such cases 
certainly supports the hypothesis that the difference between 
the psychotic and the neurotic is merely one of degree. 


Factors Influencing the Onset 


Probable causative factors were next studied, although 
it must be admitted that several cases showed very inade- 
quate personal and family history. The following were 
the factors considered : 


A. Internal—(1) Family history of any psychopathic 
weakness. (2) Previous personality——The cases were here 
grouped under three headings: (a) mental defectives ; (b) psycho- 
pathic types, including those who had (i) suffered always from 
ideas of inferiority, hysterical reaction, or had been of a worrying 
disposition, or (ii) had had previous attacks of depression (which 
may or may not have led them into a mental hospital ; (c) those 
previously apparently entirely normal. 


B. External.—(3) Long-standing factors.—(4) Sudden factors. 
-—Factors 3 and 4 were each subdivided into Physical Illness ; 
Family Worry ; Bombardment ; and Incompatibility with Mili- 
tary Discipline. Where the mere fact of enlistment seemed the 
only cause, this was noted. These factors were major, such as 
bereavement, infidelity of wife, etc., or minor—certainly an arbi- 
trary division. 


Table I shows the incidence of these factors in each 
group (Column 1); Tables Ila and IIb summarize them. 


TABLE IJA.—IJnternal Factors (70 Cases) 


Depression (5 previously certified) 16 


A psychopathic family history was traced in 14 patients 
(of whom 6 were “chronic worriers ”’). 


TABLE IIB.—External Factors 


Long-standing Sudden 
Total 

Major | Minor | Major | Minor 
Bombardment .... | 19 16 1 2 
Family troubles ee 4 4 9 5 
Incompatibility to discipline .. | 15 1 Z — 12 
Physical | 9 7 


Note.—In 17 cases more than one external factor was evident: in 2 of these 
both major. 

These conclusions may be drawn from Tables IIA and IIB 
in connexion with Table I: (1) No particular correlation 
could be traced between any type of previous personality 
and any clinical group. (2) Out of 18 cases in the anxious 


.and hypochondriacal group 9 had previously been sub- 


jected to severe bombardment at Dunkirk and had later 
broken down, in response at most to a minor precipitating 
factor ; one other case had suffered recent bombardment. 
(3) Apart from those cases no particular correlation could 
be traced between any external factor and any clinical type. 


TaBLE II].—Analysis of Cases, showing Incidence of Minor 
and Major Factors 


Nil 
| Major Minor only | Ascertained | Total Cases 


Normal ace 8 1 — 9 
Psychopathic .. 10 10 4 24 
Depression 4 8 4 16 
MB: .. 1 21 


8 | 12 


Note.—In some cases several minor factors were together; these are shown 
under ** Minor only.”’ 


But here again no correlation could be found (see Table 
IIb) between these and any clinical type. It is, however, 
noteworthy that in fact, as might be expected, the propor- 
tion of major to minor factors is far greater in the pre- 
viously normal than in psychopathics and mental defectives, 
especially in previous depressives. A recent publication 
by Curran and Mallinson(1941)has shown that no clear-cut 
clinical distinction could be found between “ endogenous ” 
and “ reactive ” (so-called) cases of depression in the Navy, 
and that the cases formed a graded sequence, being border- 
line. They hold, nevertheless, that there are, at the two 
extremes of the sequence, distinct clinical types—namely : 
(1) the “endogenous,” which might or might not have 
been precipitated by external stress, mainly characterized 
by certain typical symptoms such as retardation, ideas of 
reference and self-reproach, and a “depressive content” ; and 
(2‘ the “ reactive,” mainly characterized by the dependence 
of the illness upon traumatic experiences which gave rise 
to a “ topical content,” but not showing the typical “ endo- 
genous” symptoms mentioned above with the same 
frequency or intensity. In the former they find 25 ade- 
quate factors and in the latter 48, thus suggesting that the 
external factors produce a clinical type distinct from 
the internal. 

Such a suggestion is not supported by the figures of this 
series, in which, it must be noted, the proportion of pre- 
viously normal individuals is much lower ; for clinically 
similar cases resulted from a completely different set of 
interacting factors. It seems only possible to conclude 
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that any state of depression is the result of the interaction 
of external factors upon a personality ; and that, so far, 
there is not enough evidence to predict the occurrence of 
any particular syndrome in any particular individual. 


Treatment 


1. Rest-—The patients were kept in bed for at least 
twenty-four hours, practically all for forty-eight hours, and 
some for a week. During this time the question of future 
treatment and of narcosis therapy was considered. The 
majority of the patients, however, were those whose pro- 
gress appeared satisfactory ; they were got up and given 
in the first place light jobs, usually in the ward, requiring 
little concentration, responsibility, or perseverance. Their 
existence was ruled by a fairly strict routine time-table ; 
it included regular fresh air and adequate meals. 
Gradually their occupation was made more interesting and 
more vigorous, and so far as possible in tune with their 
own hobbies or occupations. This, of course, was not 
always feasible, and rug and basket making, digging, and 
weaving proved valuable substitutes, with the help of much- 
varied physical training and entertainment such as’cinemas 
and organized games. 

2. General Psychotherapy.—This consisted in giving indi- 
vidual encouragement and reassurance, and later included a 
series of talks, leading the patient to adjust his personality 
toecope with his difficulties so far as was possible and 
stressing the fact that he had passed through an illness 
caused, like any other, by physical factors. There can, 
however, be little doubt that a number of patients for 
whom no individual attention was then available recovered 
as completely, though perhaps more slowly. 

3. Prolonged Narcosis.—Those patients whose progress 
appeared unsatisfactory after a few days’ observation or 
who suffered acute anxiety were recommended prolonged 
narcosis. Thus it was advocated for all members of Group 
1 and several of Groups 2, 3, and 5. For some of such 
cases, however, it was not available by reason of adminis- 
trative difficulties in the early days of the hospital. Thus 
a series of clinically similar controls is provided. In all, 
19 cases were treated. The technique adopted was that 
described by Strém-Olsen (1933, 1934), using somnifaine, 
insulin, and glucose ; or that suggested by Palmer (1937), 
using somnifaine and paraldehyde. Average daily sleep 
varied from twelve to eighteen hours, and was in most 
cases, over fifteen and a half hours. In cases other than 
Group | it can scarcely be said that narcosis improved the 
number of recoveries, for the rate was exceedingly high in 
any event, but those treated with narcosis did appear to 
recover more quickly. In cases of Group 1, however, the 
results were extremely interesting, and may be set out thus: 


TaBLe 1V.—Results in Group 1 


Case | — Progress Sub- Further Progress Result 
No. sequently treatment 
1 No Unchanged | Remained so Nil — - | M.H. 
Yes ” ” H. 
3 Improved | Relapsed Narcosis Slightly | H. 
improved 
4 Slightly Nil M.H. 
impro 
5 - Improved rm Insulin Improving | Not yet 
discharged 
6 Cardiazol | Recovered | Tocivil life 
Insylin Improving | Not yet 
discharged 
8 Remained To civil life 
well 


There are as yet insufficient data on the question of 
relapse ; but it must be stressed that at least two patients, 
after apparent recovery, became far worse than on admis- 
sion, showing an acute agitation, with marked delusions 
of persecution. 


4. Shock Therapy.—This was recommended for the cases 
of relapse and also for the case that was unchanged after 
narcosis, as well as for one which showed only very slight 
improvement after some weeks. Owing to relatives’ objec. 
tions, however, it could be given to only 4 cases, 2 of which 
received cardiazol and 2 insulin. Considering first those 
in Group 1, one which was given cardiazol was discharged 
recovered. Two given insulin are steadily improving but 
are not yet discharged. The three which were given no 
further treatment, as well as Case 3, which was given 
further somnifaine, were, as persons of unsound mind, 
only able to be sent either to their relatives or direct to 
civil mental hospitals—two are known to be in the latter, 
The eighth case in Group 1, as was seen, recovered without 
narcosis. The only other case given cardiazol recovered. 


Prognosis 


Prognosis must be regarded as very good, apart from the 
cases of agitated depression (Group 1). For of 62, only 2 
were classified as “unfit for civil employment,” and 3 
others as “fit only for sheltered employment.” Of 
Group 1, however, 4 showed practically no improvement, 
while 4 did improve. The dependence of recovery on 
adequate treatment (if necessary, shock) appears probable. 
Of the above-quoted 9 failures 5 were mental defectives. 


. The follow-up of such cases is not yet adequate, but an 


effort is being made to keep in touch with them: so far 
none marked “fit” are known to have relapsed—the 
longest time after discharge, however, is only five months. 
It will be noted that no men returned to duty, whereas 57 
went back to normal civil employment. This result is due 
to the instructions of medical boards, which have insisted 
till recently on the elimination of all those at any time 
diagnosed as depressive cases, discussion of which is 
beyond the scope of this paper. 


Summary 


The incidence (25.5%) of cases diagnosed as depression 
in admissions to a military mental hospital is noted. 

These were classified into groups entirely on clinical 
grounds: no sharp differentiation could be observed 
between such groups, which could be regarded rather as a 
graded sequence of cases. 


An analysis is made of various factors—predisposing 
and precipitating. | No correlation between such factors 
and any one clinical syndrome could be found, with the 
exceptior of a syndrome following some time after severe 
bombardment. The occurrence of any type of depression 
does, however, appear to be the result of the interaction of 
external and internal factors. 


The treatment is described. 


The prognosis is considered good—S9 cases out of 70 
making a complete clinical recovery. 


I am extremely grateful to Lieut.-Colonel J. I. Russell for 
permission to publish these cases and also to him and to Major 
H. A. Palmer for much help and interest in the discussion of the 
material. 
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THE CLASSIFICATION OF CASES OF 
ALBUMINURIA 
BY 


ALEXANDER LYALL, M.A., M.D., F.R.C.P. 


Lecturer in Clinical Chemistry, University of Aberdeen 


The careful medical examination of large numbers of 
entrants to the Services has provided a new opportunity 
for the study of groups of young adults in whose urine 
albumin is discovered on routine tests. Analysis of the 
data collected in the present work has substantiated the 
figures of previous investigations. In addition, since 
examination was possible in more complete detail than in 
earlier observations of this kind, it has been shown that 
subacute nephritis is relatively common as a sequel of tran- 
sitory respiratory infections and that early types of chronic 
nephritis exist in which the condition is unsuspected 
symptomatically and in which the disease may progress 
until the later stages become manifest. 


Previous Work on Classification 


The basis of classification of cases of albuminuria was 
established during the war period 1914-18. MacLean 
(1919) investigated 50,000 soldiers in training and observed 
an incidence of albuminuria of 5.8% ; in 2.8% the amount 
of albumin passed in the urine was large, and in 1.1% 
it was accompanied by an abnormal urinary deposit 
showing hyaline and epithelial casts and occasionally red 
blood cells. MacLean concluded that 1.1% of soldiers 
under training showed some degree of renal damage or 
nephritis. Similar investigations amongst untrained men 
suggested that these renal changes were not caused by 
training and that men showing such changes were capable 
of the strain of vigorous military preparation. From later 
work on trench nephritis MacLean concluded that the in- 
cidence of albuminuria had no influence on the occurrence 
of that disease ; of 161 cases of trench nephritis among the 
group of 50,000 men originally examined, only 28 had been 
albuminurics and only 15 had shown casts in the urinary 
sediment. This reasoning would be correct only if exposure 
to the infective agent of trench nephritis were equally 
distributed. 

Although the intervening years of peace added but scanty 
information to the data, various workers have commented 
on MacLean’s statistics and conclusions. Gulland (1927) 
analysed data collected for insurance work, and was of the 
opinion that albumin in the urine accompanied by epithelial 
casts indicated a desquamative catarrh of the kidneys, which 
might be trifling or serious, temporary or permanent. He 


believed that slight degrees of nephritis were more common 


than was usually thought to be the case. In many instances 
such mild nephritis was associated with upper respiratory 
infections. That author was not impressed by the value of 
renal function tests in cases of mild nephritis ; he felt that 
to accept the view that only renal efficiency tests gave 
evidence of defective kidneys might be misleading. Fox 
(1921) also discussed adolescent albuminuria in relation to 
life insurance and described 20 such cases which satisfied 
his criteria for diagnosis and which had been observed for 
upwards of twenty-five years. Five deaths had occurred in 
this series, but none from renal diseases. Diehl and 
McKinlay (1932) examined the urine of 20,000 students 
who entered the University of Minnesota from 1921 to 
1930, and found albumin present in 1,065 samples (5.3%). 
Persistent albuminuria was observed in 118 students (0.6%), 
and 65 (0.3%) showed evidence of nephritis. Of 606 


students in whom albuminuria was discovered, 404 had no 


albumin in the urine at later examinations. This group the 
authors called transient albuminuria. Ashburn (1928) 
examined 1,115 Army cadets from two to six times during 
the years 1924-6. Albumin was found in the urine of 
16%, with hyaline casts in 41 instances, granular casts in 
14, and red blood cells in 15. 

The material investigated in the present work consisted 
of 110 men who showed albuminuria on more than one 
occasion when examined for recruitment to the Services. 
This incidence occurred in the examination of 20,000 men 
(0.55%). The method of investigation adopted was as 
follows. 


Investigation of Cases of Albuminuria 


A sample of oxalated blood and a sample of urine were 
collected when the patient reported. A set of three bottles 
with suitable labels and a bottle containing 15 grammes 
of urea in 100 c.cm. of water were provided, along with 
the following instructions: 


INSTRUCTIONS 

Have nothing to eat or drink after 8 o’clock 
to-night. 

Go to bed at 9 p.m. and pass water at 10.30 p.m. 

At 7 a.m. pass urine and keep in Bottle 1. Take 
draught (15 grammes of urea). 

At 8 a.m. pass urine and keep in Bottle 2. 

At 9 a.m. pass urine and keep in Bottle 3. 

Report to laboratory at 9.30 a.m. 

Have nothing to eat or drink in the morning. 


A further specimen of urine, collected when the patient 
reported, provided a sample after exercise. 

The blood-urea value was determined and the urea- 
concentration test was performed. All samples of urine 
were tested for albumin, and microscopical examinations 
of the centrifuge deposits of the single sample of urine and 
of the first and last samples of the urea-concentration test 
were made. From the data thus obtained, from the relevant 
history, and from the examination of the patient it was 
possible in practically all instances to decide whether the 
case was one of orthostatic albuminuria or whether some 
degree of renal pathology was present. 


Classification 


Analysis of the data collected in this study showed that 
patients with albuminuria could be divided into five main 
groups, as shown in Table I. 


TABLE I (110 Cases) 


B. Albuminuria without evidence of nephritis .. 
C. Subacute nephritis ic ae 
D. Chronic or subchronic nephritis 
E. Urinary infections ; haematuria ; various .. ea ex 


Although statistics are of relatively little value in arriving 
at a decision in the individual case, these figures show 
that roughly 30% of cases of incidental albuminuria can 
be classified as orthostatic in type. On the other hand, 
40% are found on investigation to reveal some evidence of 
renal pathology. In Table II typical instances of Groups 
A, B, C, and D are collected for comparison. The grada- 
tion in abnormality, in ability to concentrate urea, in the 
amount of albumin, in the character of the urinary deposit, 
and in blood pressure is demonstrated in this table. 


Orthostatic Albuminuria 


This term has been chosen for Group A in preference to 
adolescent albuminuria as the age group (18-35) is beyond 
the period of adolescence, and also in preference to benign. 
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TABLE II.—Typical Cases of Groups A, B,C, and D 
Concentration Test | Albumin Deposit 

No. Urea} 1 | 2 | 3 | 4] 1 2 3 | 4 Casts R.B.C. | Pus — Crystals 

4/21] 2 | 35 | 32/38] — 0 | trace | trace | trace | 0 0 | | 128/78 Orthostatic 
1 | 24 | 28 | 0 0 0 0 0 0 124/78 

27 | 21. | 27 | 24] 32 | 3-7 | 36 trace | trace, 0 0 0 | Ca-oxal., 110/70 

39 | 24 | 32 | 32) 3-3 | 3:2 | 2-9 |ft.tracel ,, 0 0 132/104 

47 28 | 2:7) 30/32/38) 0 0 » |» 0 | o | o | 0 136/72 

77 | — | 37 | 2-8 | 3-2 | 3-1 | 3-3 | trace trace | ,, Occas. hyaline 0 few | 132/80 |No evidence of nephritis 
82 | 18 | 36 | 34/28] 28) 331] ,, ake: Rare granular | 1.9...) 
108 | 32 | — | 29 | 28 | 29 | 26 tl +i 0 0 | 130/80 | ,, 
20 | 2-7 | 28 | 36 iss] + | ++] ++ Epithelial ; granular 0 | Oo |! 150/78 Subacute nephritis 
23 | 20 | 34 | 33] 3-11 29 | 3-4 + | Epithelial + | Ca-oxal., 120/72 
132/28) 34/31) | + | + +t Granular 120/76 
86 | 30 30 | 24/23) 26/27! ++) + | + + Epithelial; granular 150/68 
97 | 26 | 40 | 31 | 3:3) 28)32] + | + | + | ++ + | O | 132/86 | 

17 29 10) 04) + | + | +4 Hyaline ; granular + | + | 0 | 138/80 | Chronic nephritis 
46 | 24 | 38 | 1:5 | 1-4 | + | + | + ++] + | 4+ | 154/86 
$5 | 34 | 30 | 1:7] 161 1-7| 21) + | trace} + | Granular + | «@ 0 140/90 
89 40 les Epithelial ; granular | + | 0 158/92 
94 | 32] | 21 | 20 | 2-3 | 2:5 | + + Granular |} +7} | 164/94 

| | } | | 


albuminuria, a term which would include some cases in 
Group B. For inclusion in this classification the following 
criteria are essential: 


(i) Albuminuria is transient and the urine passed during rest 
is free of albumin. 

(ii) The urinary deposit shows no pus cells, red blood cells, 
or renal casts. 

(iii) The urea concentration reaches over 3% and the blood- 

_urea value is normal. 

(iv) There is no history of illness, particularly a recent illness, 
which might result in nephritis. 

(v) The blood pressure is normal and there are no clinical 
evidences of nephritis or anatomical abnormalities of 
the urinary tract. 


The amount of albumin present in the urine during 
activity varies from traces to considerable amounts (up to 
0.2% Esbach). In 18 out of 32 cases the quantity of 
albumin seen at the first examination was large. In 
sdmples of urine collected next day, only traces of albumin 
were found, except in one case. There is suggestive evidence 
that the amount of albumin passed is increased with the 
temporary rise in blood pressure, which often occurs during 
medical examinations as one manifestation of adrenal 
stimulation. In the centrifuge deposit an occasional hyaline 
or granular cast seen in the first sample of urine may be 
neglected. This happened in six instances in this group. 
Calcium oxalate crystals occur frequently, but unless 
accompanied by red blood cells are not of pathological 
significance. 

The aetiology of the condition is still in doubt. One 
or more of a number of factors, including constitutional 
diathesis, lordosis, and pressure on the left renal vein, have 
been postulated as causative by various workers. In the 
present group five individuals had had scarlet fever between 
the ages of 9 and 14 years, two had had diphtheria, and 
one had had typhoid fever. The influence of previous 
fevers is still in doubt. Russell (1925) called attention to 
the fact that orthostatic albuminuria was often a phase of 
scarlatinal or diphtheritic nephritis and possibly of other 
forms of the disease, the sequence being: constant 
albuminuria—orthostatic albuminuria—none. Diehl and 
McKinlay (1932), on the other hand, could find no statis- 
tical significance in the incidence of precursory diseases. 
With this in mind, it should be emphasized that, although 
no evidence of renal involvement can be elicited, the 
diagnosis of orthostatic albuminuria is nevertheless one of 
personal opinion and not of absolute certainty. But. in 
view of the accumulated evidence regarding the innocuous 
nature of the condition, men classed as cases of ortho- 
static albuminuria can be accepted for service in the 
Forces in the higher grades and frequently in Grade I. 


Albuminuria without Evidence of Nephritis 


The cases in this group could not be classed as benign 
albuminuria or orthostatic albuminuria. In each instance 
some feature was present which raised doubt, although 
there was not enough evidence to be certain of interference 
with renal function. The urea concentration was below 
normal in six instances, with maximum concentration 
between 2.2 and 2.9% urea. In the rest the urea con- 
‘centration reached normal figures. Albuminuria was per- 
sistent in eight cases even at rest. In the others the 
resting sample of urine was free of albumin. Occasional 
polyuria was found in two patients along with reduced 
figures for urea concentration but without other abnor- 
mality in findings. In the urinary centrifuge deposits an 
occasional granular or hyaline cast was present in five, a 
few red blood cells in two, and pus cells in six instances. 
The blood pressure was above normal in five cases, ranging 
up to 160/80; in this instance the resting blood pressure 
was 142/80, and in another the pressure was 154/90 during 
activity and fell to 120/74 during rest. Only three patients 
in the group had suffered from scarlet fever, in one instance 
in conjunction with diphtheria and in another with 
rheumatic fever. 

In this group the individual case is difficult to evaluate. 
Such cases cannot be classified as orthostatic or benign 
albuminuria, nor, on the other hand, can they be placed 
among the nephritides, since there is no actual evidence of 
renal lesion. In all instances the grading suggested was 
II or II. The following is a description of a typical case. 


A painter aged 32, married, with two children, this patient 
had never had scarlet fever, diphtheria, or other illness, and 
had never been off work. There had been oedema, dysuria, 
polyuria, or nocturia. He had had a septic finger in January, 
1940, and an injury to the nose and displacement of septum 
‘at the age of 20. The pulse rate was 64 and blood pressure 
130/80, and the heart sounds were good and pure. No abnor- 
mality was found on examination of the chest and abdomen. 
The kidneys, spleen, and liver were not palpable. The pupils 
were central and equal, and reacted normally. The reflexes were 
normal. The blood urea was 28 mg. per 100 c.cm. A urea- 
concentration test with 15 grammes of urea gave: 


1. Fasting urine ........ Albumin trace 


The centrifuge deposits in Sample 1 showed numerous calcium 
oxalate crystals. No pus cells, red blood cells, or casts were 
found. _The deposit in Sample 4 showed an occasional leucocyte 
but no casts, red blood cells, or crystals. This case was summed 
up as persistent albuminuria with urea-concentration values 
rather below standard, but without evidence of nephritis. 
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Subacute Nephritis 


This group included 14 individuals between the ages of 
18 and 37 who showed either clinical or pathological evi- 
dences of recent nephritis. Various factors suggested the 
conclusion that the lesion present was of recent origin and 
could be classified as acute or subacute nephritis. In all 
these cases, with two exceptions, there was a history of 
illness, including sore throats, severe chills, influenza, and 
cellulitis, within the previous two months. Scarlet fever 
had not been present in any instance. In two cases oedema 
of the hands and puffiness of the face were found. The 
blood-urea value was increased to between 40 and 50 mg. 
per 100 c.cm. in four instances. The albumin in the urine 
was considerable in amount (up to 0.3% Esbach), and was 
constantly present. The urea-concentration tests gave 
maximum values of over 3% in six cases and of less than 
2.5% in one case only. The urinary deposit contained 
epithelial casts as evidence of acute renal desquamation 
in all but two instances. Granular casts were also fre- 
quently found, and red blood cells were seen in all except 
two. The blood pressure was raised to between 140 and 
150 systolic in five patients; the diastolic blood pressure 
was never above 88 mm. Hg. 

Such men are obviously unsuitable for recruitment. In 
most instances, if the lesion seemed very recent, a further 
review of the condition was suggested after an interval of 
three months. The opportunity occurred to examine two 
members of this group several months later. 


In the first of these two cases the man passed at 6 p.m. a 
sample of urine which contained much albumin. The centri- 
fuge deposit showed red blood cells and epithelial and granular 
casts. The blood-urea value was 50 mg. per 100 c.cm. A urea- 
concentration test next day gave 2.2, 3.0, 3.0, 3.0% urea. All 
samples of urine contained much albumin, and the deposit 
showed considerable numbers of red blood cells and epithelial 
casts. There had been frequent colds and influenza, but the 
man had not been off work recently. The pulse rate was 68 
and the blood pressure 128/70. The heart sounds were good, 
but a systolic murmur was present at the mitral and pulmonic 
areas. The throat was congested and the left tonsil infected. 
Conjunctivitis was present and the face was slightly puffy. The 
condition was classed as mild subacute nephritis. The case was 
reviewed three months later, when a urea-concentration test gave 
2.4, 2.5, 2.6, and 2.59% urea. All samples of urine contained 
albumin, and the deposit from several of them showed epithelial 
casts, blood casts, and red blood cells. The blood urea was now 
30 mg. per 100 c.cm. and the blood pressure 128/78. In this 
instance the condition was progressing to subchronic nephritis. 

In the second case, at 4.30 p.m., the man passed urine which 
contained a large amount of albumin. The deposit showed a 
few hyaline casts but no pus, blood cells, or crystals. The blood 
urea was 30 mg. per 100 c.cm. A urea-concentration test next 
day gave 2.45, 2.3, 2.6, 2.7% urea. All samples of urine con- 
tained much albumin, and the centrifuge deposit showed a 
number of casts, partly epithelial and partly granular, and a few 
red blood cells. This man had had tonsillitis frequently until 
four years previously, but had never had scarlet fever. He had 
been chilled and wet a few nights previously on fire-watching 
duty and developed a headache and lumbago afterwards. The 
pulse rate was 100 and blood pressure 150/86; there was a sys- 
tolic murmur at the pulmonary area and a slight puffiness of the 
face. The condition was classed as mild subacute nephritis 
which might resolve. The patient was seen three months later 
in hospital. His appetite was good and the bowels were regular. 
He admitted occasional slight frequency of urination, but no 
blood had been passed. There was no visual trouble, numbness, 
or anaesthesia, and there had been no giddiness or headaches or 
vomiting, no cough or dyspnoea. Palpitation on exertion had 
been noticed, and a tendency to sweat easily. He had had 
measles as a child, but not scarlet fever or diphtheria. He 
had had several attacks of tonsillitis, the last three years earlier. 
He had never had rheumatic fever, but had had lumbago four 
months previously. His parents and four sisters were alive and 


well. He had one child, one month old. Examination showed 
him to be a well-developed and well-nourished though edentu- 
lous man. There was no anaemia. His throat was healthy 
and his tongue clean. Pulsation was visible in the suprasternal 
notch. The thyroid gland was not enlarged. The pulse rate 
was 92 and the blood pressure 140/80 to 150/68. The heart 
sounds were good, but there was a systolic murmur at the mitral 
area. The heart was not enlarged. Nothing abnormal was 
found on examination of the chest, abdomen, reflexes, or cranial 
nerves. 

The urine had a specific gravity of 1008 to 1017, and con- 
tained from 0.8 to 0.9 gramme of albumin per litre continually. 
A urea-concentration test showed: fasting, 2.45% of urea; at 
one hour, 2.3% ; at two hours, 2.6% ; and at three hours, 
2.7%. The blood urea amounted to 30 mg. and plasma proteins 
to 6.7 grammes per 100 c.cm. The urine deposit contained 
numbers of hyaline and some granular and epithelial casts, 
together with a number of red blood cells. Volhard’s water- 
excretion test gave a specific gravity between 1005 and 1032, 
and 36 oz. was excreted in three hours. Radiographs failed to 
reveal any urinary calculus. 

Examination of the blood showed 5,120,000 red cells, 7,100 
leucocytes, and 90% haemoglobin. The basal metabolic rate 
was +5%, and the Wassermann reaction was negative. 


It is evident from the occurrence of such cases that 
milder degrees of subacute nephritis may occur in men who 
otherwise appear healthy and do not seek medical advice 
or remain off work. The end-result of such attacks is not 
known, but in the two instances quoted the disease pro- 
gressed to a subchronic stage. 


Chronic or Subchronic Nephritis 


This group consisted of 31 individuals, of whom 26 were 
between the ages of 20 and 35 years, 18 and 47 being the 
age limits. All were found to have continuous albuminuria, 
often of considerable degree. The blood urea varied 
between 20 and 52 mg. per 100 c.cm., with values over 
40 mg. in 7 instances. The urea-concentration factor lay 
below 70 in 11 instances ; 7 of these were below 50. The 
urea-concentration test showed maximum values under 
3% in 17; in 13 the maximum values were below 2.1%. 
In all cases fairly numerous casts, usually hyaline and 
granular in type, were found repeatedly in the centrifuge 
deposits of the urine. Red blood cells were present in all 
except three instances. The blood pressure showed systolic 
readings of 140 mm. Hg or above in 15 patients, of whom 
7 showed readings over 150, the highest being 192. 
Diastolic pressures were raised to between 90 and 100 mm. 
Hg in 7 cases. In 10 patients symptoms referable to the 
presence of chronic renal diseases were elicited on question 
only. Two men complained of headache, two of occasional 
frequency of micturition, two of both these symptoms, and 
two of backache and pain in the renal region. Positive 
signs referable to renal disease were few. In one instance 
slight oedema of the face and arms was present, and one 
patient had dyspnoea on effort; two were much under 
weight, and one had aortic incompetence. Two were 
anaemic, and one showed polycythaemia. There was no 
history of any illness of aetiological significance in eight 
of these men. Only three men gave a history of having 
had scarlet fever before the age of 10 years, and one had 
had scarlet fever two years earlier. In three there was a 
history of nephritis 2 years, 11 years, and 12 years earlier, 
and one patient, whose blood urea was 52 mg. per 
100 c.cm. and whose blood pressure was 164/94, was 
known to have had albuminuria 11 years previously. 
Five men had had recurrent attacks of tonsillitis, and 
nasopharyngeal infections were actually present in three 
instances. Other previous illnesses included septic hands 
(2), erysipelas (1), compound fracture of tibia (1), rheu- 
matic fever (1), and exophthalmic goitre (1). There was 
very little evidence of urinary infection, and cystitis was 
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present in only one case. All of these men (except two) 
were employed, and they comprised labourers (5), mill- 
workers (2), fishermen (2), a blacksmith, a plasterer, a 
slater, as well as others following less strenuous occupa- 
tions such as clerk, cinema operator, and collector. Two 
individuals in this group were examined twice at an inter- 
val of a year, and one was observed later in hospital. The 
records of three of these cases give some indication of 
prognosis in this group. 


A millworker aged 35, married, with nine children, this man 
had never had scarlet fever, diphtheria, or typhoid fever, 
although he had been in hospital in 1923 for observation as 
a doubtful typhoid carrier. Five years earlier he had served 
in the Territorial Army and had done strenuous training. He 
had no headaches, polyuria, or oedema ; was thirsty occasionally, 
but only when sweating at work in a hot atmosphere ; had 
eccasional indigestion ; and was constipated. He did not admit 
any history of venereal disease. Examination showed a rather 
thin, pale, undernourished, edentulous man. The pulse rate 
was 70, regular, and the blood pressure 128/70. The apex beat 
was in the nipple line. A systolic murmur was present in the 
mitral area and the second pulmonic sound was accentuated. 
Examination of the lungs and abdomen revealed no abnormality. 
The reflexes were normal, the pupils reacted normally, and the 
throat was clean. The blood-urea value was 46 mg. per 100 
c.cm. A urea-concentration test gave 1.8, 2.4, and 2.8°% urea, 
and a urea-concentration factor of 1/40. All samples of urine 
passed contained from 0.1 to 0.2% of albumin, and the centrifuge 

. Geposit showed a number of granular and epithelial casts with 
rumerous red blood cells. This man was seen again 16 months 
later. He had been well in the interval, but had been unem- 
ployed. He noticed that he had to get up to pass water, usually 
about 4 a.m. He had no headaches or dyspnoea, and took a 
cheerful view of himself and of his environment. The blood 
urea was now 40 mg. per 100 c.cm. A urea-concentration test 
gave figures of 0.8, 1.15, 1.1, and 1.6% urea and a urea-concen- 
tration factor of 1/20. All samples of urine contained much 
albumin (0.3%), and the centrifuge deposit showed numerous 
granular casts, some epithelial casts, and numerous red blood 
cells. The pulse rate was 70 and the blood pressure 130/70. 
The apex beat was outside the nipple line, and systolic murmurs 
were present over the mitral, pulmonic, and aortic areas, with a 
suggestion of a diastolic murmur down the left side of the 
sternum. This evidence shows a progressive case of chronic 
interstitial nephritis with gradual failure of renal function. 


A slater aged 34, married, with one child, had never had any 
major illness or scarlet fever or sore throats, but had sustained a 
compound fracture of the right tibia at football thirteen years 
earlier. This was reduced and plated in hospital, and the patient 
played football again in later seasons. There had been no 
headaches, polyuria, or oedema, and his eyesight was good. He 
looked a healthy well-built man. The pulse rate was 54, the 
heart sounds were good and pure, and the blood pressure was 
120/80. Examination of the chest and abdomen showed no 
abnormality. The liver, spleen, and kidneys were not palpable. 
The upper jaw contained three carious molars. The throat was 
clean. The reflexes were normal and the pupils reacted nor- 
mally. The blood urea was 32 mg. per 100 c.cm. A urea-con- 
centration test showed 2.3, 2.6, 2.8, and 2.9% urea, with a urea- 
concentration factor of 1/70. All samples of urine contained 
albumin, and the urinary deposits showed numerous granular 
casts, a few epithelial casts, some red blood cells and calcium 
oxalate crystals. Twelve months later the man felt well, had 
been working continually, and had no untoward symptoms. The 
pulse rate was 68 and the blood pressure 142/90. A general 
examination gave normal findings. A urea-concentration test 
showed 2.1, 2.4, 2.5, and 2.8% urea. The amount of albumin in 
the urine was increased and it was found in all samples. The 
centrifuge deposit contained numerous granular and hyaline 
casts, a few red blood cells, but no crystals or pus. This case 
shows chronic nephritis, which has remained almost stationary 
during one year. 


An unemployed storeman aged 24, this patient had never had 
scarlet fever, sore throats, polyuria, or swelling of face or hands. 
His appetite was good and his bowels were regular. The pulse 
rate was 60 and the blood pressure 138/90. The heart sounds 


were good and pure, the reflexes were normal, and the Pupils 
reacted normally. The kidneys, liver, and spleen were not en. 
larged to palpation. The upper teeth were bad and the upper 
incisors had been extracted, but the throat was clean. A sample 
of urine passed at 4.30 p.m. on March 6, 1940, contained a large 
amount of albumin, and the centrifuge deposit showed a number 
of hyaline, granular, and epithelial casts, some pus cells, and a 
few red blood cells. The blood-urea value was 29 mg. per 100 
c.cm. and the urea-concentration factor 1/34. A urea-concen- 
tration test gave 1.0, 1.2, 1.4, and 1.9% urea. All samples of 
urine contained much albumin, and the centrifuge deposit was 
similar to that described above. On observation in hospital two 
months later the blood pressure was found to be 145/95, but it 
fell to 108/68 after rest in bed for several days. The specific 
gravity of the urine reached a maximum of 1018 on restricted 
fluids and urea-concentration tests. Intravenous pyelography 
with uroselectan showed poor concentration and delayed excre- 
tion. The right renal pelvis and ureter were normal, but opacity 
was not sufficient for an opinion on the left kidney and ureter 
to be formed. Albuminuria persisted for ten days while he was 
in bed, and the urinary deposits continued to show granular 
casts. A diagnosis of chronic interstitial nephritis was made. 


The recognition of this group of men with chronic 
nephritis of varying degree makes it evident that an early 
type of renal disease exists, often without any defined 
aetiology and usually without symptoms at this stage of the 
disease. The further history of such cases is not known, 
and no information is available on which a prognosis can 
be based. The disease may progress with rapidity until 
symptoms of renal failure or cardiovascular insufficiency 
become obvious to the patient and to the medical attendant, 
or progress may be delayed for a number of years. It seems 
reasonably certain that this group forms part of the mosaic 
in the earlier aetiology of chronic nephritis and constitutes 
the reservoir from which patients are admitted from time 
to time to the wards of the general hospitals with the fully 
developed picture of advanced renal failure, terminating 
in uraemia. It is doubtful whether at this stage any good 
purpose can be served by hospital treatment or treatment 
by any strict dietetic or other regime, and invalidism is to 
be avoided. 

The value of such an investigation as the present one 
would be greatly enhanced by inclusion of the collected 
statistics from other areas in the country. This is particu- 
larly the case since the patients have been more fully 
investigated than in MacLean’s series during the war of 
1914-18 and since the opportunity exists to make follow-up 
observations on many of these cases at a later date. In 
local areas with regional hospital administration it should 
not be impossible to check such admissions in future years. 


Urinary Infections ; Various 


Group E consisted of 12 men who were found to have 
albumin and whose urine on microscopical examination 
revealed in addition haematuria or pyuria. In two cases 
nephrectomy had been previously performed for tuber- 
culasis of the right kidney and tumour of the left kidney. 
In two cases renal calculi had been passed. One man had 
had haematuria two years earlier, and the remainder had 
had urinary infections with much pus in the urinary 
deposit. 

It is of considerable value to review the importance 
placed on interpretation of the various findings obtained in 
investigating this group of cases from the renal aspect. 

Albuminuria.—lf albuminuria is transient, and particularly 
if the resting sample of urine is free of albumin, the classifica- 
tion is probably albuminuria of the orthostatic type. The 
amount of albumin present in an isolated sample of urine is no 
guide to classification, since in men with orthostatic albuminuria 
such samples may contain much albumin. If albuminuria is per- 
sistent the patient belongs to the other groups. In most cases 


of nephritis albumin continues to be excreted in large amounts. 


| it 
Th 
pus 
tions 
| static 
occa: 
Whe 
sevel 
there 
larly 
casts 
with 
are ¢ 
TI 
nept 
of tt 
this 
are | 
rete! 
Ti 
valu 
| sign 
failt 
with 
T 
urin 
is V: 
dise 
nep! 
C 
pres 
| grol 
scat 
dat 
anc 
| pro 
T 
| is d 
I 
adu 
mil 
as | 
anc 
res! 
ner 
3 
uri 
I 
Me 
of 
| als 
mi. 
| in 
hel 
| A 
| T 
} 
in 
mi 
Ar 
| Je 
the 


26, 1941 


CLASSIFICATION OF CASES OF ALBUMINURIA 


BRITISH 117 
MEDICAL JOURNAL 


The Urinary Deposit.—lf the centrifuge deposit shows no 
pus cells, red blood cells, casts, or crystals on several examina- 
tions the albuminuria, with few exceptions, is of the ortho- 
static type if transitory and of the benign type if persistent. An 
occasional cast of the hyaline or granular type may be neglected. 
When renal casts are present in considerable numbers—say, 
several in each low-power field of the microscope, or more— 
there is undoubtedly a destructive renal lesion present, particu- 
larly if accompanied by red blood cells. In recent lesions the 
casts are mostly of the epithelial type or are partly granular 
with adherent epithelial cells. In less recent lesions the casts 
are of the granular and hyaline types. 

The Blood Urea.—A normal value of the blood urea does not 
exclude nephritis. It is only in the more severe degrees of acute 
nephritis or in the later stages of chronic nephritis that elevation 
of the blood-urea value occurs. In investigation of material of 
this type it is rare that other causes of increase of the blood urea 
are found. A raised blood-urea value is significant of nitrogen 
retention. 

The Urea-concentration Factor—The ratio of the blood-urea 
value to the urea content of the fasting sample of urine shows 
significant variation in the more advanced degrees of renal 
failure but may show little departure from normal in patients 
with undoubted destruction of renal parenchyma. 

The Urea-concentration Test-—Concentration of urea in the 
urine after a test dose of urea and under controlled conditions 
is valuable in assessing the degree of renal insufficiency in renal 
disease. but may show normal figures in patients with subacute 
nephritis and with milder degrees of chronic nephritis. 

Clinical manifestations of nephritis are more commonly 
present in acute and subacute nephritis than in the subchronic 
groups, in which evidence from clinical examination may be 
scanty or wholly negative. 


Each case must be considered on the summation of all 
data available, but the occurrence of persistent albuminuria 
and of renal elements and blood in the urinary deposit 
provides the most valuable diagnostic criteria. 


Summary 


The classification of 110 cases of albuminuria-in adult males 
is discussed. 

Incidental albuminuria occurs in 0.55% of otherwise healthy 
adult males. Of these 28% can be classed as orthostatic albu- 
minuria, 20% as albuminuria without evidence of nephritis, 13% 
as subacute nephritis, 28° as subchronic or chronic nephritis. 
and 11°% as due to various infections of the urinary tract. 

Subacute nephritis of mild degree is common as a sequel of 
respiratory infections. Some of these cases progress to chronic 
nephritis. 

The aetiology of chronic nephritis remains obscure. 

The occurrence of persistent albuminuria with an abnormal 
urinary deposit provides the simplest evidence of renal pathology. 


I am indebted to Dr. David Rorie. chairman of the Aberdeen 
Medical Boards, and to Dr. T. D. Kennedy of the Derartment 
of Health for Scotland, for assistance in carrying out this work : 
also to Prof. David Campbell and Prof. R. S. Aitken for per- 
mission to vublish notes of two cases admitted to their wards 
in the Aberdeen Royal Infirmary, and to the latter for much 
helpful criticism. 
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Approximately 40.000 Jews died in Nazi Poland in 1940. 
according to data published by Jewish communities in Poland. 
This is a vast increase in Jewish mortality and has no parallel 
in the history of Polish Jewry. A large proportion of the two 
million Jews in Nazi Poland are stated to be in poor health. 
An investigation by a Nazi medical commission to ascertain 
Jews’ medical fitness for hard labour established that 40% of 
the entire Jewish population were unfit for physical work. 


HYPERTHYROIDISM: RELATION OF THE 
BASAL METABOLISM TO THE 
CLINICAL SIGNS 


BY 
A. B. ANDERSON, Ph.D., M.R.C.S., L.R.C.P. 


Clinical Biochemist, Glasgow Roval Infirmary ; Lecturer in 
Pathological Biochemistry and Carnegie Teaching Fellow 
in the University of Glasgow 


A great many data bearing on the basal metabolism in 
thyroid disease are available, and these have been collected 
and reviewed by Means and Burgess (1922). Boothby and 
Sandiford (1924), and Du Bois (1936). In their classifica- 
tions the diagnoses of exophthalmic goitre. toxic adenoma, 
clinical thyrotoxicosis, etc., are compared with the basal 
metabolic rate. In this investigation an attemnt has been 
made to correlate the presence or absence of the clinic! 
signs on which a diagnosis of hyperthyroidism is usually 
made with the basal metabolism found. A_ nvreliminary 
report on the earlier cases in this series has been made 
elsewhere (Anderson, 1937). 


Methods 


The series consisted of 230 patients, of varied ages and 
both sexes, who had been transferred to the metabolic wards 
from the medical or surgical wards for determination of the 
metabolic rate. The presence or absence of the following 
clinical signs was noted : 


1. Enlargement of the Thyroid—Any palpable enlargement. 
whether generalized or local. 

2. Exophthalmos. 

3. Tremor of the fingers of the outstretched hands. 

4. Tachycardia.—A pulse rate above 90 while at rest in bed. 

5. Sweating.—Determined by palpation of the skin and from 
the history. 

6. Loss of Weight——Determined from the history given by 
the patient. 


The basal metabolic rate was determined by the open 
method, using the Douglas bag and Haldane gas analvsis 
The rate was calculated with the aid of the Du Bois tables 
for average basal metabolism per square metre as modified 
by Boothby and Sandiford (Peters and van Slyke, 1932) 
In order to get satisfactory readings the patient practised 
breathing through the valves and into an old bag for 
several days until thoroughly used to the apparatus. Then 
the actual determinations, usually two or three on succes- 
sive days. were made. Several days’ rest in the ward and 
familiarity with the apnaratus were found to be essential 
for a proper determination. 


Results 


For simplicitv in tabulating the results three main divi- 
sions were made—namely, enlargement of the thvroid with 
exovhthalmos, enlargement of the thyroid without exoph- 
thalmos, and tachycardia without enlargement of the 
thyroid. These were further subdivided according to the 
number of subsidiarv signs present. The basal metabolic 
results were also divided into three groups: —15% to 
+15%, +16% to +24%, and + 25% and over, the divi- 
sions corresponding approximately to the normal range 
mild or borderline hyperthyroidism, and moderate to severe 
hyverthvroidism respectively. The results are shown in the 
table overleaf, which is self-explanatory. 

In 3 cases, not classified in the table, exophthalmos but 
no enlargement of the thyroid was noted. In only one of 
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these was the metabolism in the group +25% or over, 
and at a subsequent operation this patient was found to 
have an enlarged right lobe, which was in great part sub- 
sternal. 


B. M.R 
Clinical Signs +16% | 4+25% | Total 
to and Cases 


+24%| over 


sweating, and loss of 
weight 2 5 47 54 
+ li Two or three of f above 
signs .. ‘ sig 3 2 17 22 


Enlargement of 
thyroid with 


Tremor, tachycardia, 
exophthalmos 


3. Tremor, tachycardia, 
sweating, and loss of 


Enlargement of weight 1 2 28 31 
thyroid without Jj |4. Two or three of above 
exophthalmos signs .. 12 7 23 42 
One sign only 13 15 
6. No _ signs ; simple 
goitre .. 19 19 
7. Tremor, sweating, and} 
{ 1038 of weight 8 3 | 12 
: . Two or less of above 
of thyroid signs .. ts 29 1 2 32 
Totals... 87 | | 120 | 227 


Discussion 

This series of observations clearly shows a close con- 
nexion between the clinical signs and the basal metabolic 
rate. Cases in the first three subsections of the table might 
be said to be frankly hyperthyroid on clinical grounds, 
and the determination of the B.M.R. showed a raised meta- 
bolism in 101 out of 107 cases. In Subsection 4 some cases 
were clinically on the borderline and 30 out of 42 had a 
raised basal metabolic rate, while all (19) simple goitres 
were normal. The group of 44 patients showing tachy- 
cardia without enlargement of the thyroid were nearly all 
within the normal limits. One of the five whose B.M.R. 
was found to be +25% or over was a diabetic. 

These results are in agreement with those of Means and 
Burgess (1922), who, from a study of 1,000 patients, of 
whom 300 were clinically thyrotoxic and 290 were border- 
line cases in which hyperthyroidism was suspected, came 
to the conclusion that those with an outspoken clinical 
picture of hyperthyroidism invariably show increased meta- 
bolism, those with goitres but no signs or symptoms of 
abnormal thyroid function for the most part show nor- 
mal metabolism, and those with atypical or incomplete 
clinical’ evidence of abnormal thyroid function may show 
normal or abnormal metabolism. Means (1937) from a 
further experience of a very large number of cases is still 
of this opinion. Unfortunately these authors do not state 
02 what signs the diagnosis of abnormal thyroid function 
was made. 

I have not used any of the formulae for determiping the 
B.M.R. from pulse rate and pulse pressure. It is generally 
recognized that these methods give accurate results in about 
half of the cases only (Rabinowitch, 1935; Frank, 1935). 
Du Bois says: “If after making the history and physical 
examination the physician decides that the patient needs 
a basal metabolism test, it is advisable for him to record 
in writing his estimation of the basal metabolism rate. 
Experienced clinicians can usually do this with surprising 
accuracy, but even they find occasional large discrepancies.” 

The present contribution shows that from a classification 
of six clinical signs it is possible to Graw conclusions as 
to the level of basal metabolism with a fair degree of 
accuracy, although there are occasional discrepancies. The 
possibility of making a reasonably accurate guess does not 
detract from the value of a determination of the basal 
metabolism in diagnosis, and this estimation is essential 
in borderline cases. 


Summary 


In a series of 230 patients of varied ages and both sexes who 
clinically were cases of hyperthyroidism or were suspected of 
hyperthyroidism, the basal metabolic rate was determined and 
was compared with the occurrence of the clinical signs—enlarge- 
ment of the thyroid, exophthalmos, tremor, tachycardia, sweat- 
ing, and loss of weight. 

When enlargement of the thyroid: was accompanied by exoph- 
thalmos and any other of the clinical signs the metabolic rate 
was high in 71 out of 76 cases ; when enlargement of the thyroid 
was not accompanied by exophthalmos but all other signs were 
present the metabolic rate was high in 30 out of 31 cases, but 
when only two or three signs were present—i.e., in borderline 
cases—the metabolic rate was normal in 12 out of 42 patients ; 
in simple goitre the metabolic rate was normal in all 19 patients ; 
and 37 out of 44 patients with tachycardia without enlargement 
of the thyroid had a normal basal metabolic’ rate. 
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WAR DIFFICULTIES IN DIABETIC DIETS 
THE LINE-RATION SCHEME 


BY 


R. D. LAWRENCE, M.D., F.R.C.P. 
(From the Diabetic Department, King's College Hospital) 


Many diabetics who use the Line-Ration Scheme have 
recently found great difficulty in following it, owing mainly 
to the restriction of protein foods in the country. Often 
misapprehension of the details recommended in the scheme 
accounts for the patient’s trouble ; but in other cases even 
the Government's two extra meat rations in place of sugar 
dy not supply all the prescribed protein, nor is there much 
supplementary unrationed protein. A few notes on this 
diet scheme will help to minimize difficulties and justifiably 
reassure patients. This has been done in detail in a War- 
time Supplement to my Diabetic A BC for patients, but 
doctors and their patients may be glad of the following 
facts and explanation. 


Misapprehensions 


When this scheme was first introduced in 1924 it con- 
tained a minimum of carbohydrate and a maximum of 
protein and fat, in the proportion of 1 C., 1.5 P., and 3 F,, 
in accordance with the glucose: fat ratio of most diabetic 
diets then in use. Later the carbohydrate was increased 
and the fat cut down, so that the proportions for some 
years have been | C., 0.75 P., 1 F., and the scheme has 
been gradually modified in other ways. Originally it was 
stated dogmatically that equal numbers of black portions 
(C.) and red portions (P. and F.) must be taken to balance 
each other. This was soon modified in my own mind and 
practice, and for eight years my scheme, as published, has 
never insisted on this equal balance of blacks and reds, 
although many patients with old editions have religiously 
followed it—a procedure that is quite suitable for some 
types of patient. For some years now I have recommended 
that the balance of black and red portions need not be exact 
either in the day’s total or at each meal (this I have always 
regretted a little, as it spoils the original naive simplicity 
and dogmatism of the scheme). The explanation of the 
scheme states that 10 lines (10 blacks and 10 reds) should 
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be tried as a test diet: if it fails and insulin is necessary, 


then more carbohydrate--I5 or more blacks (150+ 
grammes C.)—should be given in a definite arrangement to 
balance the insulin and the protein and fat (some 10 red 
portions) eaten at the various meals as desired and as most 
convenient. Now that protein supplies are scarce the 
insulin patient is fortunate in being able to increase his 
carbohydrate if he cannot obtain his pre-war amounts of 
protein and fat in quantities sufficient to safeguard weight 
and energy and prevent hunger. This may require a slight 
increase in insulin, but not in every case. If, therefore, he 
cannot get all his previous protein and fat, his health need 
not suffer if he uses more carbohydrate, and insulin when 
necessary. A prescription of 15 to 20 blacks and only 
6 to 10 reds will usually keep him in vigorous health. 


Unavoidable Difficulties 


Diet cases without insulin are now often in an unavoid- 
ably difficult position, and I commonly prescribe a mini- 


- mum, for an active life, of 10 lines—10 blacks (100 grammes 


C.+10 to 20 grammes unweighed green vegetables) and 
10 reds (75 grammes P. and 90 grammes F.). Now the 
diabetic with two extra fat rations receives more than the 
fat content of 10 lines ; but admittedly the animal protein 
obtainable often cannot reach 75 grammes of animal 
protein. The diabetic’s rationed protein, including «hat 
provided by the two extra meat rations—equal to meat, 
bacon, and cheese to the value of 3s.—contains only 5 red 
portions a day. If he uses 1 pint of milk (3 reds) and can 
get an egg (1 red) or a helping of fish, poultry, or other un- 
rationed protein food (2 to 3 reds) a day, 8 to 11 red 
portions of animal protein may be reached. If not, it 
should be remembered that this scheme allows very liberal 
supplies of animal protein, and if only some 6 red portions 
can be got occasionally (no doubt more on other days) the 
adult diabetic will not suffer from protein (nitrogen) 
shortage. His doctor should also remember that vegetable 
protein is not counted in the scheme, and from even limited 
supplies of cereals and legumes, and especially from green 
vegetables in the diabetic diet, this amounts to 10 to 20 
grammes of protein a day. Diabetics, of course, depend 
for nutrition partly on the energy-calorific value of these 
proteins as well as their mere nitrogenous content ; but any 
defect—in, say, 10 reds prescribed—in protein-calorific 
value is more than made up by the liberal two extra fat 
rations to which the diabetic is also entitled in place of 
sugar. But if the diabetic patient on diet alone cannot, with 
what carbohydrate he can tolerate without glycosuria, obtain 
enough protein and fat to maintain his weight and energy 
he is certainly in a difficulty. He has enough protein to 
satisfy his nitrogen metabolic requirement, but may not 
have enough to satisfy his energy even though his diet be 
supplemented by the extra fat, and is almost forced to use 
more carbohydrate than he can tolerate. Many are com- 
pelled to use insulin (usually one fairly small dose of 
protamine-insulin once a day is enough) to cope with the 
situation. Such diabetics may think this hard—the times 
are harder still—but they will soon get over their diet diffi- 
culties, and will find themselves, by the blessing of insulin 
properly used, in better health and possessing greater 
vigour. 

Those diabetics who use my Simple (Unweighed) Diet 
Scheme are often in a similar difficult position. Their pro- 
tein and fat foods have never been limited, except in obese 
cases, and I would now advise them to eat all of these foods 
that they can obtain. The amount will not, in present 
circumstances, be too much: their carbohydrate, although 
not weighed, is measured and restricted, and, if they cannot 
tolerate enough, insulin may be necessary, when never 
before. 


Carbohydrate foods, too, of the type that diabetics used 
liberally, are greatly missed. The grape-fruit, the orange, 
the baked or stewed apple, the tomato, which rounded off 
many gastronomic corners by supplying tasty bulk with 
little carbohydrate, are mostly gone. Diabetics on low 
carbohydrate diets must depend more on native vegetables, 
and they are reminded that freshly grated cabbage, sprouts, 
celery, turnips, and carrots can make appetizing salads when 
lettuce and tomatoes are not available. 


Conclusion 


Let me conclude by emphasizing that if diet difficulties 
force a diabetic to need insulin, death or even ill-health is 
not threatened—as many think—but a new era of better 
health is sure to follow by its proper use and a suitable 
adjustment of diet. May I add, too, that diabetics, espe- 
cially insulin cases, should carry on their person the infor- 
mation that they are diabetics, so that if they become ill 
or casualties in unknown surroundings their need for special 
treatment will be known. The Diabetic Association, 124, 
Baker Street, supplies suitable cards and diabetic identity 
disks on application. 


AN ABDOMINAL CATASTROPHE WHICH 
DID NOT TAKE PLACE 


BY 
GEOFFREY E. PARKER, F.R.C.S. 


I wish to report this case for two reasons: first, because 
it is an unusual one, even for a war injury ; and, secondly, 
because I think it teaches a lesson. As many surgeons, like 
myself, are dealing with large numbers of bomb and shell 
splinter injuries for the first time, the conclusions to be 
drawn may prove of value. 


Case Report 


The patient, a member of a bomb disposal squad aged 24, was 
standing not more than six yards from a bomb when it exploded. 
On admission to hospital less than an hour later his condition 
was found to be excellent. In fact, of the eleven cases admitted 
from this “ incident,” his case appeared to be one of the least 
severe. He was bright and cheery, and not in great pain. The 
pulse was 84, regular, and of good volume. He had two pene- 
trating injuries. One large piece of metal had passed across 
Scarpa’s triangle on the left side, from its upper outer aspect, 
and lodged just under the skin over the base of the triangle, 
roughly over the femoral nerve. A second large fragment had 
entered the left flank just below and behind the postero-superior 
iliac spine, and there was no wound of exit. A radiograph (see 
Ulustration) showed this fragment to be lying somewhere in the 
left iliac fossa, having penetrated the wing of the ilium. The 
lateral radiograph was not satisfactory, but another was not 
taken owing to the rush of work. 

There was deep tenderness in the left iliac fossa, but no 
rigidity or muscle-guarding, and peristalsis was clearly heard in 
this and all other quadrants of the abdomen. I concluded, there- 
fore, that there was probably no intraperitoneal injury. The case 
was classified in order of urgency with the other wounded, and 
in due course was brought along to the theatre. The patient’s 
general condition was still excellent. Morphine only had been 
given. 

Operation.—The fragment in Scarpa’s triangle was quickly 
removed, and the entrance and exit wounds and the track were 
excised. The wound was then packed with sulphanilamide 
gauze on account of some tissue necrosis from burning, and also 
because the danger of sepsis in a wound anywhere near the 
perineum justifies this precaution. After excising the upper 
wound of entry, the gluteus maximus and medius were found 
to be disorganized, and the area was full of blood. A small 
ragged hole was felt in the wing of the ilium, and this was 
enlarged sufficiently to admit two fingers. The iliacus muscle 
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was felt to be in a state similar to that of the glutei, and after 
a little searching the bomb fragment, 2 by 3/4 by 1/2 inch, was 
removed. A careful search was then made for a hole in the 
peritoneum covering the iliacus, but none was found. I re- 
marked to my assistant that it was a fortunate thing that we had 
found the fragment, otherwise I should have had to open the 
abdomen through the midline, in spite of the absence of signs 


Radiograph showing position of bomb splinter. 


of intraperitoneal injury. All bleeding was stopped and the 


“wound packed with sulphanilamide gauze, which was passed 


through the hole in the ilium, and packed there as well as in the 
gluteal region. 

Progress.—A\t1 went well for ten days. The bowels were open 
or the third day, and regularly after that. The temperature then 
rose suddenly to 100.2°, and remained at this level for three days. 
In addition there was Ceep pain in the left gluteal region, and 
some tenderness but no rigidity in the left iliac fossa. The pack 
had been taken out under evipan on the fourth day, and the 
wound had discharged some blood-stained serum only. On 
the fourteenth day the upper wound suddenly discharged some 
foul-smelling pus and gas, and the temperature fell to normal. 
For the next five days the wound discharged faeces and gas. The 
bowels were open daily, and no blood or pus was noted in the 
stools. That there was direct communication with the bowel 
was established by the fact that on giving capsules of indigo- 
carmine by the mouth the blue dye appeared on the dressing 
within a few hours. After the temperature had been normal 
for some days I ordered a gentle rectal washout and a barium 
enema, using a thin solution and under low pressure. The 
barium came through on to the dressing over the gluteal wound, 
but unfortunately the x-ray plates were not satisfactory. I think 
1 had been overcautious for fear of disturbing adhesions, and 
had had the barium solution made too thin. 

A few days later the faecal discharge stopped completely, and 
the wound is now granulating normally and is nearly dry. 


Discussion 


I do not pretend to understand the anatomy of this acci- 
dent, but a number of possible explanations present them- 
selves. (1) The fragment may have entered the peritoneum, 
injured the bowel, and then left the general peritoneal cavity 
again, to come to rest in the iliacus, protective adhesions 
subsequently forming. (2) The fragment may have injured 
the descending colon at the extreme lower limit of its 
partly retroperitoneal course, just before it becomes the 
sigmoid loop. (3) The fragment may have injured the 


blood supply to the colon over a small area, with the de- 
velopment of an area of necrosis. Adhesions would then 
form about the perforation in a manner similar to that 
which sometimes occurs in cases of perforating diverticu- 


litis, a fistula being produced along the track of entry of 
the missile. (4) The large haematoma in the iliacus may 
have become infected by bacterial migration from the 
adjacent colon, the abscess thus formed discharging both 
along the track of entry of the missile and to a lesser 
extent into the colon. 

Whatever the explanation may be, the lesson to be learnt 
would seem to be that if there is the slightest suspicion 
of an intraperitoneal injury, then, however trifling the 
physical signs, the abdomen must be opened and explored 
thoroughly. It would appear to be only a matter of luck 
that this man did not develop a spreading peritonitis. 


My thanks are due to Prof. T. B. Johnstone, group officer in 
the sector in which I am a mobile surgeon, for permission to 
publish this case. 


Medical Memoranda 


Four Brothers with Neurofibromatosis 


There are now numerous cases in the records demonstrating 
the hereditary nature of von Recklinghausen’s disease. Thus 
Gardner and Turner (1940) traced the affliction through six 
generations, whilst Rocaz and Fiot (1938) found a Bordeaux 
family in which seven out of nine children had the malady. 

In Lincoln four brothers have been under observation suffer- 
ing from neurofibromatosis of the skin and subcutaneous tissue. 
One of these died at the age of 29, having developed paraplegia 
following spinal cord involvement. The three living are all of 
small stature, and their ages range from 50 to 60 years. In 
two of the patients the tumours have a generalized distribution, 
but in the third case the neck and forehead are alone affected. 
The lesions consist of a medley of tumours, some pedunculated 
and others sessile. There are areas of brown pigmentation, and 
some of the tumours have a bluish tinge. 

Of four other children one is feeble-minded. Mental in- 
stability is not uncommon in von Recklinghausen’s disease, and, 
while the brothers appear rational, two at least have a degree of 
acquisitiveness which does not always meet with the approval of 
the legal authorities. : 

The parents are dead and are said not to have had the disease. 
The father contracted a second marriage, which produced four 
normal children. From this it is deduced that the disease was 
transmitted by the first wife as a Mendelian dominant trait. 


I wish to thank Mr. James Lyons for his notes on one of the 
cases, and Dr. M. L. Bery. M.O.H. for Lincoln, for permitting 
publication. 


ANDERSON. GARLAND, M.D., M.R.C.P., D.P.H. 
Medical Officer, Burton Road Hospital, Lincoln. 


REFERENCES 
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The National Institute of Health of the U.S. Public Health 
Service is organizing a new unit for research into some of the 
rany problems of the ageing. It is to be called the “ Unit on 
Gerontology.” A statement on the aims of this unit (U.S. publ. 
Hlth. Rep., 1940, 55, 2099) points out that the problems of 
ageing are not limited to the diseases of the aged. They are 
divided into three major fields of investigation: (1) the biology 
of senescence as a process ; (2) the human clinical problems of 
ageing and of diseases characteristically associated with advanc- 
ing years; and (3) the socio-economic problems of a shifting 


age distribution in the population. The Unit on Gerontology ° 


is to concern itself with the first two of these. Information on 
the subjects under investigation and on methods of approach is 
asked for. Correspondence should be addressed to Dr. Edward 
J. Stieglitz, Investigations in Gerontology, National Institute 
of Health, U.S, Public Health Service, Bethesda, Maryland, 
U.S.A, ) 
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Reviews 


GENERAL EPIDEMIOLOGY 


Plague on Us. By Geddes Smith. (Pp. 365. 16s. net, or 
$3.00.) New York: The Commonwealth Fund; London: 
Oxford University Press. 1941. 
To write a sound and readable book on epidemiology may 
not be so hard as to translate the Odes of Horace, but of 
the many who have tried few have succeeded. Dr. Geddes 
Smith has written a book which is both sound and 
eminently readable ; it is intended for the general reader, 


’ but the British physician will learn much from it. In these 


days of intimate association with the United States, it has 
often been remarked how superficial is the knowledge of 
American history and institutions possessed even by 
educated Englishmen. How few of them even know the 
name of the great chief justice Marshall! It is the 
same with epidemiological history; very few, even of 
teachers, utilize the wide experience of a vast country 
which has produced many excellent observers. The 
author’s studies of six epidemics—four of typhoid, one of 
amoebic dysentery, and one of haemolytic streptococcal 
infection—are admirably written accounts of logical and 
complete investigations, while the story of the epidemic of 
yellow fever in Philadelphia in 1793 is a thrilling one. 
Naturally much familiar ground is covered, too, but the 
description is so well done that it can be read with pleasure. 

In an epilogue Dr. Geddes Smith permits himself to 
speculate. As Wilfred Trotter so wisely said, although the 
speculative, theoretical, and rational element in medicine 
has often impeded progress, when this element is excluded 
a science is in danger of sterilization. We should use pure 
reason, but with humility. The author thinks of disease as 
a “disturbance in a going system ”—a phrase reminding 
one of Sutton’s phrase (the Sutton of Gull and Sutton, a 
fine writer now almost forgotten), “ disease is absence of 
rhythm ”"—and suggests that even in the frank infections 
the endogenous factors have more significance than we 
usually attribute to them. - “ Resistance may be general as 
well as specific. Immunological functions may be more 
closely tied into other physiological patterns than We have 
supposed ; some of the fantastically numerous chemical 
tools postulated by the physiologist and the immunologist 
may do double duty. We may come to think of infection 
not as a special kind but merely as a special case of dis- 
turbance in a chemical system. We may find the way to 
reinforce the body at vulnerable points against threats from 
any quarter, infectious or otherwise, and without waiting 
for the threat to declare itself. At the very least we cannot 
hope to learn what we need to know about communicable 
disease without knowing more about the body that has it 
—and the body that throws it off. When pestilence falls on 
the people there is a story to tell. The story of the people 
who do not fall sick has never been told. Perhaps it is the 
most important part of epidemiology.” Galen said 2,000 
years ago, when writing of an epidemic, “ The chief factor 
in the production of disease is the preparation of the body 
which will suffer it.’ That inevitably remained a vague 
generality, but with our increasing knowledge of physiology 
and biochemistry it may well be a pregnant truth. The 
study of those who do not yield to strain—whether the 
invasion of bacteria or more subtle foes—is as important as 
the observation of “ patients.” 

This book is a real contribution to popular and even 


professional education. Its author freely acknowledges . 


obligations to others, but his readers will owe him much 
gratitude. 


BIOLOGICAL INTRODUCTION TO PSYCHOLOGY 


A_ Biological Introduction to Psychology. An Introduction 
to Psychology for Students and Practitioners of Medicine. 
B . J..S. McDowall, M.D., D.Sc. (Pp. 210. 6s. net.) 
London: John Murray. 1941. 
Recent well-intentioned attempts to lighten the medical 
curriculum had as their most obvious result the addition of 
psychology to it. It will be readily admitted nevertheless 
that it is more important for the student to know something 
of the working of his patient’s mind rather than the materia 
medica he will never have to handle directly. Then the 
difficulty arose that there was no -suitable textbook for 
these students. Academic psychology has very little con- 
tact with their requirements, and not only is psychotherapy 
rent by faction but its literature is generally divorced from 
the biological and physiological viewpoint in which the 
student is being trained. True, up to the time of his death 
W. H. R. Rivers was building up a sane psychotherapy 
from a biological basis, but he was mainly writing for 
postgraduates. We therefore welcome Prof. McDowall’s 
Biological Introduction to Psychology, which is couched in 
such language as the student who has done his biology 
and is learning his physiology can comprehend. The pub- 
lisher rightly claims that the author accepts what is sane 
and reasonable in the various schools of thought, yet knits 
the seemingly divergent views together to form a coherent 
whole. It is at the same time so free from technicalities 
that the average man can gain much in the understanding 
of his fellow creatures and incidentally, we hope, of 
himself. 

There is a certain amount of repetition in these pages, 
possibly deliberate, for every teacher knows that the student 
fails to take in everything at first hearing. Occasionally 
an apparent non sequitur obtrudes itself, the author having 
filled in the gap in his mind rather than on the page. There 
is a curious mistake on page 142. Sydenham did not found 
the College of Physicians, which antedates his birth by more 
than a century ; indeed, he never even became a Fellow, 
probably owing to professional jealousies. Strictly speak- 
ing, Adler was not a pupil of Freud (p. xiii), and the 
author’s exposition of his doctrine of organ inferiority 
(p. 108) is not quite accurate. Some of the case notes 
in Appendix II would have been more useful if an interpre- 
tation of the symptoms had been added. But apart from 
these minor criticisms we have nothing but praise for a 
book which covers the ground in an attractive way in such 
a small compass. It seems exactly adapted to the needs 
of the student who is expected to learn something of normal 
psychology at his pre-clinical stage. If the professed 
psychologist is inclined to declare the book to be superficial, 
we hope he may be stimulated to try to write a better one. 
From our experience of the medical student we have no 
hesitation in saying he will not find it an easy task. 


THE PRACTICE OF SURGERY 


The Science and Practice of Surgery. By W. H. C. Romanis, 
.A., MB., M.Ch., F.R.C.S., and Philip H. Mitchiner, C.B E.. 
M.D., M.S.. F.R.C.S. Vols. I and Il. Seventh edition. 
(Pp. 1,800; illustrated. 15s. each volume.) London: J. and 
A. Churchill. 1941. 
A seventh edition of The Science and Practice of Surgery, 
which appears four years after the preceding one, has been 
prepared entirely since the war began and brings this well- 
known textbook up to date. Dedicated to the late Sir 
George Makins, it is in two volumes, in each of which a 
preface to the seventh edition appears along with that which 
introduced the first edition. In the face of a difficulty men- 
tioned by the authors, that enemy action has rendered some 
of their notes and illustrations inaccessible, they are to be 
congratulated on the fact that the figures throughout the 
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work are plentiful and good, while the reproduction as a 
whole is excellent. 

An appendix to the first volume deals with war surgery 
and is a valuable addition, but there will not be general 
agreement with certain statements in this section—for 
example, “ Never drain head wounds, not even the scalp,” 
and that all loose and depressed bone fragments must be 
removed. An account of intracranial aneurysms given in 
this section on war surgery, also, would be better placed 
elsewhere in the book, as it is brief and incomplete, and 
no mention is made of that type of aneurysm which may 
result from the injuries of war as well as those of peace— 
for example, the traumatic, fistulous variety. We are 
pleased to note that, despite the well-known view of one of 
the authors regarding the treatment of carcinoma of the 
breast, the radical amputation is advocated as the only 
treatment which presents a reasonable possibility of a per- 
mianent cure. 

This edition has been advisedly shorn of some of the 
general discussion on bacteriology which appeared in the 
early chapters of previous editions, and of descriptions of 
certain amputations now only of historical interest. It 
shows revision chiefly in the sections on blood transfusion, 
the surgery of cleft palate and of the sympathetic nervous 
system. The word “sympatheticectomy ” (pp. 362, 378, 
etc., and index) is cumbersome (why not sympathectomy?), 
and mention might have been made of superior cervical 
ganglionectomy for supra-oesophageal spasm (Brit. J. 
Surg., 1935), a procedure which has now been tested by 
practice and appears to be one of the comparatively few 
operations on the sympathetic system established on a 
sound anatomical basis. 

As previously, Vol. I is entitled “ General Surgery,” and 
Vol. II “ Regional Surgery.” As a student’s textbook the 
popularity of this work, which has already been commented 
upon in previous reviews, is now well established, and the 
present revision should ensure its maintenance. 


Notes on Books 


Miss KINGDON Warp has described her views on Stammering 
in a volume of some three hundred pages (Hamish Hamilton 
Medical Books, 15s.). She says of stammering that “it stands 
entirely alone as a perfectly definite pathological entity.” On 
the same page she says, ““ Stammering is seen to stand on a kind 
of fringe of nervous disorder: it is neither purely psychic nor 
the result of a lesion.” The reader must be prepared therefore 
for some rather loose thinking and contradictory statements, 
especially as the author appears to use the terms “ pathological ” 
and “ clinical ” without any difference of meaning. There is no 
pathological basis of stammering ; it is a clinical condition, and 
the classification given must therefore be a purely clinical one. 
The forms are classified as the typical stammer, the psychasthenic 
stammer, the hysterical stammer, the pseudo-stammer, the excita- 
tion stammer, the hurry stammer, the superficial stammer, and 
the war stammer. The pseudo-stammer, for example, develops 
at any age following an illness. Such a classification raises the 
question of when is a stammer not a stammer ; and only too often 
the author loses herself in a wilderness of words. She does good 
service by drawing attention to the frequent need for psycho- 
logical investigation and treatment in addition to speech therapy ; 
but the length of the book and endless reiteration are discourag- 
ing to the reader in search of the author’s views, which are 
essentially sound. 


Miss Mary V. Lace’s book, Massage and Medical Gymnastics, 
was first published in 1936 with a foreword by Dr. James Men- 
nell, who emphasized that the author’s single aim was to set 
forth certain essentials that every student must know in a form 
that will be most readily assimilated, and serve as a foundation 
on which the masseuse and medical gymnast of to-morrow may 
build. A second edition has now been called for, and for this 
the whole text has been revised and some new matter added. 
The publishers are J. and A. Churchill, and the price is 12s. 6d. 


Preparations and Appliances 


AN IMPROVED EDITION OF THE THREE-WAY 
STOPCOCK 


Dr. W. ALEXANDER Low (London, W.1) writes: 


A simple, though very efficient, improvement to such an old 
and tried arrangement as the three-way stopcock has now been 
devised. 


The gas or gases from the anaesthetic apparatus are led 
direct to the stopcock through the inlet A. By rotating the 
knurled head B in an anti-clockwise direction the patient breathes 
in and out of the bag C, while the amount of rebreathing is con- 


trolled by the spring-loaded expiratory valve D. If the knurled 
head B is turned in a clockwise direction, gradually more and 
more air is admitted at E, until the head has been turned full 
over. In this position the patient receives full air and the bag is 
completely closed off, preserving the mixture in it for later use if 
required. 


The mechanical advantages are that no rubber valves are used, 
the stopcock is gas-tight, and the spring-loaded expiratory valve 
permits controlled rebreathing with resulting economy. The 
sleeve can be withdrawn without the aid of tools for lubrication, 
and for this purpose it is suggested that a smear of vaseline be 
used. The stopcock has standard mounts and fits directly to the 
ordinary aseptic face-piece and gas-bag. 


In practice I have found this an extremely useful piece of 
anaesthetic equipment. It is light and easily manipulated. It 
gives complete control where this is most needed—close to the 
patient’s mouth. It can be used for almost any type of anaes- 
thesia from a straight gas to gas - oxygen - ether. In particular, I 
have found it of great assistance in controlling patients under 
gas and oxygen during confinements, in which a rapid change 
of depth of anaesthesia is so often required. 


The stopcock was made for me by the Medical and Industrial 
Equipment, Ltd., of 12, New Cavendish Street, London, W.1. 
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VENOUS THROMBOSIS AND PULMONARY 
EMBOLISM | 


We have recently reviewed Nygaard’s' monograph on 
blood coagulation, the best modern survey of the techni- 
cal and physiological questions at issue. Nygaard and 
his colleagues * * have now supplemented this by a statis- 
tical study of 1,665 cases of post-operative venous throm- 
bosis and pulmonary embolism which have occurred at 
the Mayo Clinic over a thirteen-year period. Although 
this seems a very high figure the average incidence was 
only 1% and the highest incidence of fatal embolism 
after any particular type of operation only 9.77%. There 
are, therefore, great difficulties in evaluating any form of 
preventive treatment. The aim of the analysis was to 
determine the comparative incidence of post-operative 
venous thrombosis and embolism in various types of sur- 
gical operation, the predisposing factors, and, if possible, 
the type of patient who was prone to this accident. It 
was hoped also to determine the general relation between 
clinically diagnosable thrombophlebitis and pulmonary 
embolism from the standpoint of incidence and time 
of occurrence. The usual situation of post-operative 
venous thrombosis is in the veins of the lower extremities 
and the pelvis, and in these veins alone can a clot of 
sufficient size be formed to produce serious obstruction 
of the pulmonary circulation. 

Thrombosis and embolism were found to occur com- 
monly after operations on the female pelvic organs, in 
which there may be injury to, or ligation of branches of, 
the iliac veins. They are common also in operations of 
jong duration or great magnitude in which there is con- 
siderable injury to tissue. Carcinoma and infection are 
significant factors, but the nature of the anaesthetic seems 
ofno moment. The risk of thrombosis and embclism is 
greater in women than in men, but actual pulmonary 
embolism, fatal or non-fatal, is slightly more common in 
men. These complications are rare under the age of 20 
and show a tendency to increase in the upper age groups. 
Obesity, blood diseases, cardiac disease, and disease of 
the peripheral veins are contributory factors, but in about 
a third of the cases there is no predisposing cause. 
Thrombosis and embolism may occur as early as the 
second or as late as the one hundred and fifteenth post- 
operative day, but the highest incidence is between the 
seventh and fourteenth post-operative days. 

Perhaps the most important conclusion from this analy- 
sis is that there are often two or more distinct episodes of 
thrombosis or embolism, separated by an interval which 
is usually less than four days and rarely more than ten. 
This is particularly important in regard to pulmonary 
embolism. Multiple distinct episodes occurred in 23% 
of these cases and a high proportion of them proved fatal. 


' Hemorrhagic Diseases; Photo-Electric Study of Blood Coagulability, by 
K, K, Nygaard, Henry Kimpton, London. (1941.) 
2 Proc. Mayo a 1940, 15, 769. 
Ibid., 
* Ibid., 


In fact, the highest incidence of fatal post-operative pul- 
monary embolism occurring in any group of patients 
which the authors were able to define for statistica! study 
was in that series in which a clinical diagnosis of non-fatal 
pulmonary embolism had been made. [If all fatal em- 
bolisms which were preceded by a clinically diagnosed 
non-fatal embolism could be prevented, the total number 
of the fatal embolisms would be reduced by more than 
a third. Culp’ makes the following additional points in 
a review of cases at the Johns Hopkins Hospital. Con- 
tinuous intravenous infusions appeared to be a factor in 
producing thrombosis in the lower extremities. Untimely 
activity was often responsible for dislodging an embolus, 
and death might have been prevented if the thrombosis 
had been recognized. At necropsy it was found that in 
cases of femoral thrombosis careful measurements of the 
legs at 10-cm. intervals, beginning at the lower margin oi 
the external malleolus and extending as high on the thigh 
as possible, revealed a definite difference in the size of the 
two legs cven when no asymmetry was apparent on 
inspection. Since routine leg measurements of surgical 
patients before operation and before getting out of bed 
have been inaugurated, a number of cases of latent throm- 
bosis have been recognized. 

Among methods used to try to lower the incidence 
of fatal pulmonary embolism have been efforts to increase 
the blood flow, as by the use of thyroid extract, the appli- 
cation of heat to the extremities, placing the patient in a 
reversed Trendelenburg position, the frequent movement 
of the patient from side to side, and moving the lower 
limbs up and down. Smith and Allen* have shown that, 
whereas the arm-to-carotid circulation time changed very 
little after operation, the foot-to-carotid circulation time 
increased by the tenth day to a value approximately 
50% greater than the pre-operative average. Admin- 
istration of thyroid usually prevented this slowing ot 
the circulation in the veins, which ordinarily occurs 
after operation. Priestley, Essex, and Barker’ point out 
that the most rational method of preventing post-opera- 
tive thrombosis is to reduce the clotting power of the 
blood by heparinization. It would obviously be impos- 
sible to treat all cases in this way, and they therefore con- 
centrated on the important group of patients who had 
manifested evidence of a non-fatal pulmonary embolus. 
The heparin was given by continuous intravenous drip, 
and a minimum of ten days’ treatment was found desir- 
able. Heparin was given to fifty-five patients, and only 
two subsequently died of embolism; these deaths 
occurred early in the series, before the authors had 
realized the importance of continuing heparin for an 
adequate length of time. Out of all this careful work 
from the Mayo Clinic there are thus two very practical 
conclusions. The first is that it is the recurrent cases of 
thrombosis and embolism which are the most dangerous ; 
and the second is that the danger can be very greatly 
mitigated by heparinization of all patients who manifest 
symptoms of an initial thrombosis or embolism. 

The observations of Smith and Allen on the compara- 
tive speed of blood flow in the great veins of the arms and 
legs provide at all events a partial explanation for the 
infrequency of axillary thrombosis as compared with 

® Johns Hopk. Hosp. Bull., 1940. 67, 1 


® Proc. Mayo Clin.,. 1941, 16, 53. 
7 Ibid., 60. 
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femoral anette while the short distance of the circuit 
through which the blood has to flow in the upper limb is 
equally important. From the Mayo Clinic, again, Stover 
and Herrell* report an extensive thrombosis of the right 
subclavian and axillary veins associated with thrombo- 
phlebitis, lymphoedema, and _ polycythaemia vera. 
Although thrombosis is a common complication of poly- 
cythaemia the axilla is a very uncommon location for it. 
The patient made a dramatic recovery after the removal 
of more than five litres of blood by repeated phlebotomy 
over a period of eight days. Not until the end of this 
vigorous venesection did the concentration of the blood 
return to normal. The only other treatment consisted 
of heat and elevation of the affected extremity. Three 
years ago R. T. Payne’ emphasized the significance of 
lymphangitis in the clinical picture of femoral thrombosis, 
and pointed out that pure thrombosis was often latent 
and revealed only by emboiism or at necropsy. Veal’ 
makes a similar distinction between thrombophlebitis and 
thrombosis of the axillary vein. True thrombophlebitis 
of the axillary and subclavian veins is a very rare con- 
dition, and occurs most often in cardiac patients in whom 
there is a slowing of the blood flow. It is accompaniea 
by both the local and the constitutional signs of inflam- 
mation. Primary thrombosis is by far the most common 
type of thrombosis of the axillary vein. It occurs most 
commonly in healthy individuals and on the right side. 
It often follows trauma, either direct or indirect (violent 
exertion being included under the latter heading), but it 
may arise during sleep, presumably as a result of com- 
pression of the axillary vein. Secondary thrombosis 
from malignant disease of the chest and axilla is un- 
coubtedly important, but at the present time there is 
probably need to emphasize the greater frequency of the 
so-called primary or effort thrombosis. The immediate 
prognosis in the primary cases is good, and with com- 
plete rest, elevation of the extremity on soft pillows, and 
local treatment, the oedema subsides within a few days or 
weeks. Nevertlieless, residual symptoms characterized 
by weakness, early fatigue, pain, and swelling on exertion, 
persist in a high proportion of cases, and there does not 
seem to be much that can be done about them except to 
protract the period of rehabilitation and to warn the 
patient about the possibility of their occurrence. 

In concluding this brief review of recent work on 
venous thrombosis we may remind readers that the third 
most important site of thrombosis is in the cerebral veins, 
and, as pointed out recently in our columns by Martin 
and Sheehan," thrombosis of the cerebral veins is pre- 
Gominantly an accident of the puerperium. 


SEBORRHOSA AND THE B VITAMINS 


Apart from the fact that urticaria can be caused by 
various articles of food in those who are sensitive to them, 
very little is known about the effect of diet on the skin. 
Of late years there has been a tendency to attach less 
portance to internal measures in the treatment of the 
common dermatoses, such as eczema in all its forms, and 
to stress those external factors that may irritate and 
Tbid., 1940, 15, 817. 
® Lancet, 1938, 1, 1214. 


“ Amer. J. med. Sci., 1940, 200, 27. 
os British Medical Journal, 1941, 1, 349, 


inflame the sensitive skin. That this attitude may 
undergo another change of direction is suggested by a 
recent article by Gy6rgy,’ in which he analyses the skin 
lesions in deficiencies of the vitamin B, complex and 
relates these to the problem of seborrhoea in man. He 
first describes the skin lesions observed in egg-white 
injury in rats. Rats fed on a diet rich in raw egg-white 
soon develop a dermatitis confined to the groin, the 
genitalia, the neck, and round the mouth—almost com. 
pletely analogous to’ intertrigo in infants. Later, brown 
adherent scales and progressive alopecia appear round 
the inflamed areas. Occasionally the complete skin of 
the rat may be involved, and the condition resembles the 
typical exfoliative dermatitis of adults or Leiner’s disease 
of infants. The eyelids are stuck together and covered 
with yellow scales. There are generalized alopecia and 
pruritus, and in black and piebald rats the fur loses its 
pigment. This condition, resulting from egg-white injury, 
is cured by the administration of biotin or vitamin H—the 
best sources of which are liver, kidney, yeast, and, to a 
less extent, cow’s milk. Gydrgy points out that egg-white 
injury depends on (1) the toxic effect of egg-white in the 
diet, and (2) the lack in it of the protective factor biotin. 
Denaturation of egg-white by prolonged heating or by 
proteolytic digestion makes it innocuous. It seems, there- 
fore, that egg-white injury is due to a toxic action ; it has 
been shown that it is not due to an allergic reaction. In 
this connexion it may be recalled that Moro has empha- 
sized the toxic character of Leiner’s disease, or erythro- 
derma desquamativum, a disease almost entirely 
restricted to the first three months of life, especially in 
breast-fed infants. Gydrgy points out that, next to egg- 
white, lactalbumin is the most indigestible protein 
common in food, and that the biotin content of human 
milk is low. 

As distinct from the lesions of experimental egg-white 
injury, those due to deficiency of pyridoxine, or vitamin 
B., are symmetrical and affect chiefly the peripheral parts 
of the body—in rats the nose, mouth, paws, ears, and 
tails. This distribution led earlier workers to identify 
the condition as pellagra, but it was found later that nico- 
tinic acid did not cure so-called rat pellagra, that there 
was no coincident gastro-intestinal disturbance (as in 
human pellagra), and that photosensitivity played no part 
in the production of the skin lesions. The condition of 
pyridoxine deficiency was therefore called rat acrodynia 
—a term chosen, as GyGrgy says, “ without prejudice as 


to whether or not the underlying disease is identical - 


with acrodynia in human beings.” Rat acrodynia is 
characterized by red, inflamed lips and nose, rea 
ears, and red, often swollen, paws. Later the skin 
of the paws desquamates, the skin of the ears be- 
comes thickened, brown crusting occurs over the 
back, abscesses covered by scabs of varying  thick- 
ness appear round the mouth and cheeks. In ad- 
vanced stages the whole body becomes scaly, but there 
is only slight or no loss of hair. The scales often have 
the appearance of an inspissated exudation. Administra- 
tion of pyridoxine may or may not cure the cutaneous 
lesions, which may, moreover, reappear after temporary 
improvement. When cure is not brought about by pyri- 
doxine, improvement will follow when the filtrate factor 


1 Arch. Derm. Svph., Chicago, 1941, 43, 239. 
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ct the B, complex is also given. It has been shown, too, 
that relapse after treatment with pyridoxine can be cured 
by giving pantothenic acid* (see British Medical Journal, 
1940, 2, 230 and 601). It would appear, therefore, thai 
rat acrodynia is the result of deficiency in more than one 
factor, and Gyérgy draws an analogy with the treat- 
ment of pellagra in which riboflavin as well as nicotinic 
acid has to be given to produce complete recovery in 
some cases. He also refers to the various lesions caused 
by deficiency of the different components of the filtrate 
factor, such as panmyelophthisis, haemorrhage into the 
adrenals, injury to the liver, and decolorization of the fur. 
The last named, again, responds to pantothenic acid, first 
detected in the filtrate from an aqueous liver extract. A 
further complication in this already tangled biochemical 
story is the curative action of unsaturated fatty acids in 
rat acrodynia, which it is difficult to produce experi- 
mentally, even with complete absence of pyridoxine from 
the diet, if this contains a high quantity of unsaturated 
fatty acids. Gyorgy finally notes that in diseases due io 
riboflavin deficiency, small, dandruff-like scales appear 
on the skin, and the cornea becomes vascularized. This 
vascularization of the cornea with ulcer formation 
resembles the clinical picture of rosacea keratitis, and he 
stresses that rosacea is typically a seborrhoeic condition. 


What stands out from this investigation is the gross _ 


resemblance between the lesions of seborrhoea in man 
and the scaly desquamation of the lesions experimentally 
produced in the rat from deficiency of pyridoxine, panto- 
thenic acid, and riboflavin, and by egg-white injury. 
Gyorgy is, however, careful to point out that this resem- 
blance does not justify the assumption that there is 
any causative relation between human seborrhoea and 
Geficiency in one or more of the vitamins in the B, 
complex. He does, however, point out that, although 
there are microscopical differences in the human and the 
enimal lesions, they may be the result of difference in 
reaction between these two mammals. 

Discussing the distribution of the various vitamins in 
foodstuffs, Gyérgy states that the normal diet is poor in 
biotin content, almost the only effective sources being 
kidney, liver, and yeast ; the last two of these are also 
the best source of riboflavin and pyridoxine. In the past 
dermatologists have blamed in turn excess of fat, excess 
of protein, and excess of carbohydrate in the diet as 
causes of seborrhoea, and Gy6rgy points out that experi- 
mental evidence supports the view that unilateral excess 
of any one of these three has a causative relation to 
seborrhoea. There is, for example, the interrelation 
already referred to between protein and biotin, and fats 
and pyridoxine. From time immemorial yeast has been 
recommended for various skin diseases, and in 1913 
Czerny and Keller recommended liver for the treatment 
cf exudative diathesis in infants. The fact that yeast and 
liver have on the whole been disappointing therapeutic 
agents is probably the result of insufficient dosage. 
According to his experimental data, Gyérgy estimates 
that for riboflavin, pyridoxine, and biotin to be thera- 
peutically effective, as much as a half to one pound of 
dried yeast, or of fresh liver, would have to be given daily 
~~a course of treatment which very few people could bring 
themselves to undertake. Incidentally he observes that 
in Germany a liver preparation rich in biotin is widely 


used in the treatment of various skin lesions and dis- 
orders of the fur in dogs. It would seem, then, that the 
relation of these various vitamins to seborrhoea in man 
will have to be worked out by the controlled therapeutic 
administration of prepared concentrates or synthetic 
substitutes. 

Lastly, we may welcome one further reason for the 
supreme excellence of milk as an article of diet, for milk 
is, according to Gyérgy, the only really common foodstuff 
which is rich in both pyridoxine and riboflavin, and it 
also contains an appreciable amount of biotin. 


EATING AND DIGGING 


It sometimes appears almost as though the Ministry of 
Food spoke with two voices—voices not always easily to 
be reconciled. In the many excellent notices and advertise- 
ments by means of which the public is told not merely 
how to make the best of available foods but actually how 
to raise its general dietetic standard, there would appear to 
be a consciousness of the gap between scientific knowledge 
and nutritional practice and of the opportunities now pre- 
sented for bridging that gap. At other times, on the con- 
trary, we hear the persuasive voice of the Minister, and 
through him presumably the policy of the Government, 
informing us what he has given back and what he hopes 
to give back of the peacetime foods “in short supply.” 
Seldom, if ever, is the public told in plain words from 
official mouths that many of the changes necessary in war- 
time are changes for the better, that they should not be 
regarded at all as emergency steps, to be reversed at the 
earliest suitable moment, but as an instalment, and a con- 
siderable one, of very drastic changes in the dietary habits 
of the nation as a whole. Above all, it is necessary, if the 
public is to be reconciled to the changes, to show conclu- 
sively that they represent a genuine raising of general nutri- 
tional standards. Official propaganda to such purpose 
would to-day have an easier task than ever before. Many 
men have for some time now been educating the reading 
public, or instructing the listening public by platform lec- 
tures and radio talks, in the fundamental facts established 
to-day by nutritional science. Mr. Wokes'—whose pre- 
vious published work has been concerned chiefly with the 
more academic side of biochemistry and pharmacy—is to 
be welcomed as a valuable recruit to this small army of 
propagandist effectives. His book is comprehensive, 
simple, and accurate; and to combine simplicity with 
accuracy in popular exposition of scientific findings is a 
task whose difficulty can be fully appreciated only by those 
that have attempted it. Some of what he has written has, 
unfortunately, no longer the same validity that it doubtless 
had when he was preparing his manuscript, as when, for 
example, he makes an increased consumption of milk and 
cheese one of the corner-stones of the improved dietary he 
advocates. Nevertheless, as an exposition of the principles 
on which any improved dietary must be based, whether in 
wartime or in peace, with much useful practical advice to 
the woman in the kitchen as to how she shall “ feed the 
brute "—the man in the street and at the bench—his 
‘Penguin Special ” would be difficult to improve on. One 
of the few misunderstandings in the book is due to the 
author’s apparent belief that margarine consists entirely of 
completely hydrogenated fish oils, and so is devoid of the 
“essential unsaturated fatty acids,’ and that this involves 
some risk to health. On the other hand, what he has to 


1 Food: the Deciding Factor. By Frank Wokes, Ph.D., B.Sc., F.1.C., Ph.C. 
A Penguin Special. Penguin Books. (6d.) 
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say about the relation between increased protein require- 
ments and strenuous exercise (or manual labour) is accepted 
“ classical ” nutrition, though it does not seem yet to have 
reached all of those in the high places where national policy 
is determined. 

The historian of the future may well single out as one 
of the significant social phenomena of these times the 
obviously insistent demand of a large and growing public 
for simple but trustworthy presentation of sciéntific know- 
ledge, as evidenced in particular by the steady flow of 
“Penguin Specials * that are concerned with just that task. 
Whatever prestige is to be gained by the prominent 
presence on one’s shelves of certain brilliant and epoch- 
making expositions, a “ Penguin” is assuredly not bought 
for any less worthy motive, or with any less determined 
purpose, than that it should be read and its contents 
mastered Many of those who read and run now dig so 
that they may eat, and for them Mr. Carter’s guide* to the 
allotment holder—another “ Penguin “—gives valuable in- 
formation on our food plants, the pests that beset them, and 
the way to store and to cook them. There are chapters 
on general topics, such as allotments, clamps, frames, 
manure, weeds. That the private gardener can contribute 
enormously to the national output of essential foods— 
especially if he is guided in his selection by Mr. Wokes 
and in his methods by Mr. Carter—is incontrovertible. But 
something more is clearly: vital if the improved health 
of the country as a whole requires a radical change in the 
proportion and quantity of protective foods to be consumed 
by 45 million people. Mr. Watts’s persuasively written 
pamphlet® is an eloquent and convincing plea for a return 
o “high farming,” based upon a proper appreciation not 
only of the scientific basis for rotation of crops and the 
complementary nature of pasture and arable, but also on 
the much less frequently discussed social value of agricul- 
ture as a way of living. It enables one to see clearly the 
broad outline of a national regeneration based on the soil, 
and may legitimately be regarded as expression of a policy 
that logically consummates Mr. Carter’s practical concern 
with the quality of the plants men eat and Mr. Wokes’s 
practical concern with the quality of the men that do the 
eating. 


THIRST AT SEA 


In the British Medical Journal of November 15, 1924 
(p. 928), Mr. W. Bernard Secretan, F.R.C.S., then in practice 
as a surgeon at Reading, wrote to recall two letters which 
had appeared on February 16, 1918 (p. 220) advocating 
rectal injections of sea-water for the alleviation of thirst 
due to a lack of drinking-water. One of these correspon- 
dents was Mr. Morley Roberts, to whom the idea had 
occurred in 1910 that death at sea from thirst when there 
was no fresh water could at any rate be postponed, and 
possibly altogether avoided, in this manner, and he recom- 
mended that a Higginson syringe should form part of a 
normal lifeboat’s equipment. The other correspondent was 
the late Mr. George Wherry, F.R.C.S., of Cambridge, who 
independently suggested the slow injection of sea-water into 
the lower bowel by some simple apparatus. Mr. Bernard 
Secretan in his letter posed the question in this way: “Is 
hypertonic saline of a saturation akin to salt water tolerated 
by the bowel, and will water be absorbed from it in the 
colon, as in the case of ordinary normal saline ; or will it 
produce, as in the case of purgative salts held in hypertonic 


solution i in the intestine, a flow of fluid from the tissues into 


® The Penguin Boo’ of Food Growing, Storing and Cooking: from Seed to Table. 
By F. W. P. Carter. A Penguin Special. Penguin Books. (6d. 
An Aericuttural Policy for Britain and a for British ByG. 


Goddaid Watts. Allen and Unwin, Ltd. (1s.) 


the bowel?” Asking for an authoritative statement on 
these points he wrote: “If water can indeed be absorbed 
from hypertonic salt enemata, then surely steps should be 
taken to spread this knowledge to those who go down to 
the sea in ships. . : . Responsibility for a clear declaration 
as to the efficacy or the reverse of such hypertonic salt 
solutions should rest with the medical profession.” Nothing 
came of this challenge, and it remained for Dr. C. G. 
Learoyd to embody the central idea in one of his graphic 
short stories published from time to time in the St. 
Thomas's Hospital Gazette. Briefly the story went thus, if 
we remember rightly: Before his ship went down the young 
doctor on board put a few things together for emergency 
use, including a Higginson syringe ; with this implement he 
succeeded in relieving the thirst of his shipwrecked com- 
panions in the lifeboat by rectal injections of cold sea-water. 
Fiction may or may not be based on fact: the author is not 
on oath. A pharmacologist whom we asked if the idea is 
feasible said that it seemed to him that the body would be 
bound to lose water on the transaction, with intensification 
of thirst, because the highest recorded concentration of 
sodium chloride in the urine after taking large amounts of 
concentrated salt solution by mouth is about 1.6%, whereas 
sea-water contains 2.7% NaCl. This theoretical objection 
may be valid, but the question is urgent in these times and 
should be settled beyond any doubt. Either the rectal 
injection of sea-water relieves thirst and is good, or it will 
not work in practice and is bad. 


COMPENSATORY ATROPHY 


The runerous hormones discovered during the last few 
years have been widely advertised to the medical profession 
and equally widely advocated for the cure or relief of a 
variety of endocrine and other disorders. It is still 
doubtful, however, whether many of these claims can be 
justified. Indeed, the Council on Pharmacy and Chemistry 
of the American Medical Association has been so im- 
pressed with the discrepancy between the proven value and 
the advertised claims that it has decided not to accept 
testosterone, the male hormone,’ chorionic gonadotrophin, 
the pregnancy urine hormone,’ and, more recently, pro- 
gesterone,’ for inclusion among its New and Non-Official 
Remedies. These substances, it considers, are still in the 
experimental stage and have not yet found a definite place 
in orthodox medical treatment. The theoretical basis of 
endocrine treatment has usually been the belief that if a 
disorder is due to insufficient production of a hormone, 
then substitution therapy with that hormone will secure 
relief. Some notable successes have supported this view, 
but the interrelations between glands are so extremely 
complex and readily disturbed that unforeseen adverse 
effects may also occur during treatment. Such substitution 
therapy, though it may relieve symptoms, is unlikely to 
encourage cure; rather will it do the reverse. There is 
ample evidence, which still accumulates, that in animals 
continued injection of a hormone leads to atrophy of the 
glands which normally produce that hormone. The endo- 
crine glands appear, indeed, only too willing to let their 
proper functions be taken over by the relatively crude 
syringe of the physician. Thus thyroid treatment tends to 
atrophy of the thyroid gland, androgen therapy to atrophy 
of the testes, and adrenal cortical hormone treatment to 
atrophy of the adrenal. The extent and duration of such 
adverse effects in man are not yet fully known, but they 
certainly occur. It has been shown, for instance, that 
1 J. Amer. med. Ass., 1939, 112, 1949, 


2 Ibid., 1940, 114, 487 
> Tbid., 1941, 116, 1523. 
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spermatogenesis in man is seriously inhibited by androgen 
therapy. Selye* has been investigating the general pheno- 
menon, and has called it ‘“‘ compensatory atrophy ” to dis- 
tinguish it from the “compensatory hypertrophy ” which 
takes place in the remainder after removal of part of a 
gland. He has found that in rats the atrophic effects of 
testosterone may still be present months after treatment has 
ceased. He believes, however, that the phenomenon of 
“compensatory atrophy ” may be put to therapeutic use in 
disorders associated with hormonal hypersecretion. But 
attempts to induce such atrophy in a hyperactive gland by 
injection of further quantities of its already overabundant 
hormone are unlikely to succeed, as the immediate result 
will be an aggravation of symptoms. Selye hopes to over- 
come this fundamental difficulty by using substances 
chemically similar to but physiologically different from the 
hormone. This has become a theoretical possibility now 
that the chemical composition of many of the steroid hor- 
mones is known, and many substances differing slightly 
from them in structure can be prepared. In preliminary 
work on these lines Selye has shown that atrophy of the 
adrenal gland can be produced in rats not only by desoxy- 
corticosterone but also by the chemically allied substances 
testosterone and progesterone. So, too, atrophy of the 
testes could be induced by androgen therapy and also by 
oestrogens and progesterone. The working out of methods 
of treatment based on this principle is likely to prove com- 
plex. It is, for example, unjustifiable to assume that 
pathologically overactive glands will necessarily be suscep- 
tible to such “ compensatory atrophy ” in the same way as 
normal ones. Diseases referable to overaction of the endo- 
crine glands are, with the exception of thyrotoxicosis, 
relatively uncommon. Attempts to control thyrotoxicosis 
by administration of oestrogens, which tend to inhibit the 
thyroid, have not given encouraging results, nor have 
similar attempts to influence an overactive pituitary. Never- 
theless the outcome of Selye’s suggestions will be awaited 
with interest. 


PHYSIOLOGICAL ACTION OF WELCH TOXINS 


Bacterial toxins susceptible of acute pharmacological 
experiment are uncommon, not only because of the diffi- 
culty of obtaining a pure toxin suitable for investigation, 
but also because of their general prolonged latent period 
of action. Exceptions to this, however, are the staphylo- 
coccus toxin’ and certain of the anaerobe toxins, notably 
those of Vibrion septique and B. welchii. The early work 
on the physiological action of bacterial toxins was sum- 
marized by Trevan" in 1931, and although not extensive it 
revealed analogies and differences between certain snake- 
venom effects and the actions of septique and Welch toxin.’ 
Since that date the work on snake venoms has been greatly 
extended by the Melbourne studies, and more recently 
certain of the bacterial toxins—namely, the toxin of the 
Type D Welch organism—have been included within the 
scope of their investigations.” The ammonium-sulphate- 
precipitated toxin contains, according to their results, two 
non-specific impurities: one a histamine-like substance 
removable by precipitation with alcohol in the cold, and 
the other a cardiac depressor substance. With regard to 
specific effects of the toxin, it may be mentioned that the 
unneutralized toxin contracts the isolated guinea-pig 
jejunum. The main clinical effect of the intravenous injec- 
tion of fatal doses in lambs is to cause convulsions, due to 


4 J. Amer. med. Ass., 1940, 115, 2246. 

5 J. Path. Bact., 1930, 33, 889. 

® System of Bacteriology in Relation to Medicine, M.R.C., 1931, 6, 194. 
* Brit. J. exp. Path., 1929, 10, 281. 

8 Austral. J. exp. Biol. med. Sci., 1940, 18, 225. 

® Ibid. 253. 


a direct action of the toxin on the central nervous system, 
probably on the basal ganglia. The ultimate cause of 
death is either respiratory failure or cardiac failure accom- 
panied by pulmonary oedema. Owing to thé presence of 
the cardiac-depressant impurity the circulatory effect of 
large doses of the toxin could not be analysed satisfactorily. 
In rabbits small doses of toxin produced ataxia and loss of 
muscle tone, again probably central in origin, while larger 
doses caused a specific circulatory embarrassment. The 
development of a tolerance to repeated doses was a feature 
which this toxin showed in common with other active 
bacterial toxins. The haemorrhages in the heart muscle in 
lambs and the haemorrhagic pulmonary oedema in lambs, 
rabbits, and cats after intravenous injection are indicative 
of the severe tissue damage resulting from the toxin. In 
their further analysis the Melbourne authors found that 
the liberation of histamine from the perfused cat lung was 
a specific effect of injection of the toxin, but that snake 
venom was more active in this direction. The toxin also 
liberated adenyl compounds from the cat heart and the 
perfused rabbit liver and an inactivating enzyme similar to 
what occurs with cobra venom."’ It is probable that the local 
production of adenyl compounds in the rabbit heart partly 
explains the bradycardia in that animal from the action of 
this toxin. It is unlikely that adenyl compounds liberated 
from other organs and tissues reach the heart in effective 
concentrations, as they are so rapidly inactivated by the 
blood and tissue enzymes. This is the multiple type of 
response to tissue injury which has been found in varying 
degrees with a number of toxic agents as in anaphylaxis, 
certain snake venoms, and peptone. The physiological 
approach has yielded in the hands of the Melbourne 
workers results valuable not only to the bacteriologist but 
also to those interested in the general pathology of the 
reaction of tissues to injury. When the studies of the 
enzymic activities of the Welch toxins are completed they 
too should form an interesting corollary to the above 
results. The fact that products of metabolism of the 
Welch organism and also the snake salivary glands have 
similar effects raises once again the age-old question of the 
functions of such substances in relation to both the organ- 
ism and its environment, but leaves it as far as ever from 
solution. 


EDUCATIONAL NUMBER IN ABEYANCE 


If this year were anything like normal the British Medical 
Journal dated September 6, 1941, would be the annual 
Educational Number, with full details about the teaching 
and licensing bodies of Great Britain and Ireland and the 
other medical institutions and public services, and informa- 
tion about openings for practice and research and post- 
graduate study. But the acute shortage of paper, the 
upheaval of professional life, and the dislocation of the 
work of medical schools make it impossible to prepare even 
an abridged Educational Number for the session 1941-2 
which would give satisfactory guidance in these times of 
flux and short-term planning. Therefore the usual classi- 
fied information will not appear in the text pages of the 
Journal of September 6. The ac'vertising pages of that 
issue will, however, be open to announcements by univer- 
sities, colleges, and other teaching and examining bodies, 
and by publishers and manufacturers, etc., who wish to 
bring their services and goods to the notice of intending 
students of medicine and newly qualified practitioners. 
Such announcements are of value to many besides regular 
readers, and those who look for them in a’ particular week 
of the early autumn must not be disappointed. 


** Austral J. exp. Riol. med. Sct.. 194), 13, 63 
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CHEST SURGERY IN WAR 


This ts the last of a short series of articles based on lectures given at the British 
Postgraduate Medical School, Hammersmith 


DRAINAGE OF THE PLEURA 


BY 


R. C. BROCK, M.S., F.R.C.S. 


Although pleural drainage does not afford a subject so 
dramatic as certain other features of war surgery of the 
chest, such as the removal of foreign bodies, it is perhaps 
more important than any other. It profoundly influences 
both mortality and morbidity, and is probably the greatest 
single factor in determining the length of invalidism, which 
in a mismanaged or unfortunate case may be lifelong. 
Like the treatment of pleural infection in civil work it 
can be conveniently considered under three headings: (1) 
when to drain the chest; (2) the provision of adequate 
drainage ; (3) when to stop drainage. 


When to Drain the Chest 


Apart from the presence of frank suppuration the ques- 
tion arises as to drainage in less precise circumstances. 
It is well to remember two guiding principles which are of 
value in deciding whether or not to drain the peritoneum 
and which may well be applied to the pleura: (a) Is a 
condition present which the pleura cannot deal with by 
itself? (b) Is it anticipated that a condition will develop 
which the pleura will not be able to deal with by itself? 
We have a shrewd idea of what the peritoneum can deal 
with by itself, and I am coming to the conclusion that the 
pleura can deal almost as effectively with a certain amount 
of contamination, provided (a) the lung is healthy and no 
fistula is present ; (b) no infected foreign body is present ; 
(c) there is no infected chest-wall wound. 

A penetrating chest wound (other than a small one 
without haemothorax or pneumothorax of any size) should 
be excised and either sutured, if only a few hours old, or 
packed open. The question arises as to whether the 
pleura should be drained in these cases. If the wound is 
large and with much laceration and contusion, or if there 
is.a retained foreign body or damage to the lung, then 
the pleura should be drained by means of an air-tight 
intercostal catheter connected to an underwater seal and 
left in place for forty-eight or seventy-two hours. In fact, 
the surest general rule to follow is to drain every time. 
An intercostal catheter in use for two to three days can 
do no harm, and although perhaps unnecessary in some 
cases, will be responsible for averting disaster in many 
others. I have seen undrained cases of this type heal 
satisfactorily even when a haemothorax was present and 
had not been evacuated: the deeper layers have healed 
over and the haemothorax has been successfully treated by 
aspiration, thus proving that the pleura has been able to 
master some contamination at any rate. On the other 
hand, I have seen an even larger number of cases in which 
infection has supervened, drainage has been needed, and 
a long period of disability has resulted. There is no 
doubt that it is most unsafe not to drain if the pleura has 
not been sucked clear of blood and serous exudate before 
the chest-wall wound is closed ; any such residuum is a 
dangerous culture medium to leave in the pleura. 

' Although routine drainage for two to three days is 
recommended, it is permissible for a surgeon familiar with 
the chest not to drain in selected cases, provided he is able 
to watch the patient closely himself for at least seven to 
ten days. 


DANGERS OF SUTURING TOO SOON 


When the first war casualties began to arrive from 
France we found that many of the chest wounds had 
been excised (often very incompletely), sewn up tight 
without drainage even when the lung had been incised to 
remove a large foreign body, and then transported within 
a few days. Much of our work consisted in taking out 
stitches, packing open the wound, which was the centre 
of a severe, spreading, sometimes gangrenous, cellulitis, 
and inserting an intercostal catheter into the infected 
pleura. Severe or fatal anaerobic infection may occur, 
and at the very least the patient has to face weeks and 
sometimes months of slow. convalescence from a total 
pleural suppuration, with the lung perhaps completely 
collapsed and often containing one or more foreign bodies. 
The catastrophe could have been easily avoided in almost 
every case if the chest-wall wound had not been sewn up 
tight, but had been left open, and if a temporary inter- 
costal drain had been used. 

There is no doubt that these disasters have occurred 
owing to misunderstanding of the teaching about the treat- 
ment of an open sucking wound. It is generally taught, 
and generally accepted, that these wounds must be closed 
at all costs. That is quite. correct ; they must be closed, 
but not necessarily sutured. It is not safe to excise and 
sew up tight a big wound of the chest wall with lacerated 
and contused muscles ; in the thigh or arm such a wound 
would not be sutured but would be packed open initially 
until the risk of spreading infection had passed. It is not 
possible to ignore a basic surgical principle such as this. 
The muscles and fascial planes overlying the thorax, far 
from’ being immune, are very susceptible to infection, 
which may rapidly give rise to a severe phlegmon. Unless, 
therefore, the wound is relatively simple, is completely 
excised soon after being received, and can be watched 
personally for at least a week, it must not be sewn up. 
A flat pad should be laid over it and secured by properly 
applied firm strapping. Such a wound is closed mechanic- 


‘ally, but surgically it is still open. The pleura should be 


drained, as stated above, for two to three days. If it is 
then found that the lung is adherent and the deeper layers 
of the wound are shut off from the pleura the drainage 
tube may be removed, although careful watch will have 
to be kept for reaccumulation of effusion, which will need 
drainage again if aspiration reveals that it has become 
infected. The parietal wound can, and in fact should, be 
closed by delayed suture after a few days if the risk of 
spreading infection seems to have passed. 

The management of a haemothorax may present many 
difficult problems, but one of the greatest dangers to be 
on the alert for is the onset of infection. This may not 
occur until as late as ten to twenty days after receipt of 
the wound, and may lead to death from anaerobic infec- 
tion in a patient who had appeared to be almost con- 
valescent. Presumably infection occurs from sloughing of 
devitalized lung tissue in the track of the missile. Close 
watch must be kept for the onset of infection ; the tem- 
perature may be no true guide, but a rise in the pulse rate 
is significant. The fluid in the chest must be sampled at 
least every other day, and should be examined at once for 
evidence of infection. It is not enough to send a speci- 
men to the laboratory. The haemothorax itself is an 
excellent culture medium, and much information can be 
ebtained by its direct study ; when infected the blood may 
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smell, haemolysis occurs, the colour changes to a purplish 
hue, and if a direct smear is examined micro-organisms 
will be seen. Culture in the laboratory will only confirm 
these findings. It is most important that samples of fluid 
aspirated from the chest should be kept by the patient’s bed 
and properly labelled so that they may. be available for 
inspection at any time. It is a common but nevertheless 
stupid habit to throw valuable evidence of this sort away 
and not to preserve it for future reference. 

Once infection of the haemothorax has_ occurred 
drainage is needed. The type of drainage is considered in 
the next section. 


Provision of Adequate Drainage 


In a certain small number of cases pleural infection can 
be satisfactorily overcome by repeated aspiration of the 
exudate, but though this minor procedure is occasionally 
successful it is wrong to put it forward as a safe or stan- 
dard method of treatment, except to tide over a few days, 
or two to three weeks at the longest. The same applies 
to intercostal drainage, which is invaluable as a temporary 
measure—in fact, is often life-saving—but will allow rapid 
and safe healing of pleural suppuration in only a few 
cases. It is a great mistake to imagine that all will go 
well and that rib resection can be avoided just because the 
patient looks and feels better and the temperature has 
subsided. The fundamental principle of civilian surgery 
still holds good, that in almost every case of empyema 
the adequate drainage provided by rib resection is 
essential to allow perfect healing in the shortest time 
and with the minimum of disability. To continue 
with a small intercostal drain for more than a few days 
is to expose the patient to the grave risk of a chronic 
empyema. The step of rib resection is a small one, 
should take only a few minutes, can be performed under 
local or a short gas anaesthesia, and should be no burden 
even to a very ill patient. 

At the same time it is important not to drain the pleura 
too early. In war wounds, as in the synpneumonic pleural 
infections of civil life, there is usually diffuse infection of 
the whole pleura with no localization. If drainage is per- 
formed too early a total empyema results, the lung often 
remaining collapsed down on the hilum, in others the 
lower lobe expands more rapidly than the upper lobe, the 
drainage point is soon shut off, and a large residual or 
imperfectly drained anterior pocket is left, usually extend- 
ing to the apex. These cases have been only too common 
and have proved to be very difficult to treat ; they tend to 
become chronic, take months to heal, and leave the patient 
with an impaired respiratory function on the affected side. 
In many it has been almost unavoidable when aspiration 


has been difficult and unsatisfactory owing to the debris of . 


infected clot, and the patient has been so desperately ill that 
early intercostal drainage has been needed as a life-saving 
measure. But unless this is the case, tube drainage should 
be postponed and aspiration persisted in until the pleural 
infection has become localized to give a true abscess. 
The aspiration must be performed regularly and efficiently 
and not infrequently and perfunctorily ; by keeping the 
pleura as dry as possible not only is toxaemia diminished 
but the ultimate empyema will be a small one and there- 
fore quicker to heal when it can be adequately drained 
by rib resection. 

For the usual posterior basal empyema the best drainage 
is given by resecting about 3 cm. of the ninth rib just 
outside its angle. If a lower rib is taken not only is there 
risk of wounding the diaphragm but in the natural process 
of healing the ascent of the diaphragm will shut off the 
drainage hole and may cause a chronic empyema. Simi- 


larly drainage too far forward is to be avoided ; a tube 
inserted in the mid-axilla or anterior axilla cannot drain 
the posterior pleural recess efficiently, and a chronic 
empyema is almost certain to follow. Unless the patient 
has a pleuro-bronchial fistula there is no reason to fear 
turning him on his good side to resect a rib in the proper 
place at the back ; to try to work with him lying on his 
back is inefficient and footling. If a broncho-pleural 
fistula is present the operation can be performed with the 
patient sitting up and under local anaesthesia; it is 
probable, however, that if the fistula is of any size a pre- 
liminary intercostal catheter will have been inserted earlier. 

It is best to connect the drainage tube to a simple 
empyema bottle; this enables the pus to drain away 
cleanly, saving much labour, disturbance, and discomfort 
from constant changing of pus-soaked dressings, and it 
encourages expansion of the lung by maintenance of a 
mild negative pressure. 


When to Stop Drainage 


The termination of pleural drainage is a most important 
phase, and may be difficult to assess exactly. When 
drainage has been used as a safeguard in the presence of a 
certain amount of pleural contamination it can be stopped 
in two to three days ; but when it has been needed because 
of an established infection the problem is quite different. 
There is no doubt at all that mismanagement of the 
drainage tube or its too early removal is responsible for 
much unnecessary suffering and a great deal of permanent 
crippling. Unfortunately the correct management of this 
phase has been understood during only the last decade or 
so, and the knowledge is still far too scantily appreciated 
This is at once seen if standard surgical textbooks are 
consulted ; it will be found that no correct rule is given as 
to when the drainage tube should be removed, but only 
some quite incorrect rule-of-thumb advice such as “ after 
three weeks” or “when the discharge stops” or “ when 
the discharge becomes thin.” There is only one safe time 
to remove the tube, and that is when it is no longer 
possible to demonstrate a cavity in the pleura. This is a 


rule that cannot be too widely appreciated or stressed too | 


much. Failure to observe it is responsible for more 
chronic empyemas than any other single cause. 

In the healing of a simple acute abscess, provided 
drainage is maintained adequately, the walls collapse to- 
gether and adhere by granulation until the cavity is com- 
pletely obliterated ; the discharge then ceases, the skin 
grows over, and healing is permanent. The proper 
healing of an acute empyema is no different: provided 
adequate drainage is maintained the walls come together 
(that is, the lung expands; collapse of the parietes is of 
course avoided by proper exercises) and adhere by granu- 
lation—that is, there is progressive symphysis of the vis- 
ceral and parietal pleurae until the whole pleural space is 
closed. Then and then only should the drainage tube be 
removed. The final track from pleura to skin will close 
simply and certainly, and permanent cure follows. Should 
the tube be taken out when a pleural pocket still remains, 
progressive and satisfactory healing may follow, but it is 
much more likely that a chronic empyema will occur. 
Even if the skin heals over temporarily a latent pus pocket 
remains to be a constant source of toxaemia, and sooner 
or later (perhaps weeks or months, perhaps many years 
after) will flare up and lead to “ recurrence.” 

The best way to decide the problem of tube removal is 
to investigate the size and extent of the cavity by a pleuro- 
gram—that is, radiography after instillation of a radio- 
opaque fluid or oil such as neohydriol or lipiodol. This 
should be done when it is felt that the cavity has 
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diminished to a reasonably small size ; from a study of the 
size, shape, and disposition of the cavity any necessary 
adjustment in the size and disposition of the drainage tube 
can be made. Thus it is usually necessary to shorten the 
tube in the later stages of healing, but it may be shown 
that not shortening but lengthening is needed if a high-up 
or anteriorly placed loculus is not to be shut off and 
become chronic. 


Measures Promoting Lung Expansion 

It is impossible to speak of pleural drainage without 
referring to the measures to be used to promote lung 
expansion and, incidentally, to prevent flattening or de- 
formity of the chest or scoliosis. In stubborn or difficult 
cases lung expansion may be aided by constant negative 
suction (e.g., 2 to 8 cm. Hg negative pressure) applied by 
means of a Roberts bottle or, when the patient is mobile, 
by Brock’s portable suction apparatus. This suction can 
never make up for inadequate drainage ; it must never be 
used to suck pus out through a small hole when it should 
really run out through a large hole, nor should it be 
allowed to replace proper breathing exercises, to which it 
is merely complementary. These should be taught by a 
trained masseuse, and the patient should be impressed 
with the need for daily hard work in their observance ; 
it is not enough for him to spend a gentle ten to twenty 
minutes with his instructor each morning, but he should 
try to devote to them a total of several hours a day by 
himself. The best type of exercises are those of the 
inspiratory type described by McMahon, which aim at 
restoration of proper and symmetrical costal breathing and 
controlled diaphragmatic movements. They are supple- 
mented by appropriate remedial exercises to maintain 
proper posture. The use of the homely “ blow-bottle ” is 
not to be recommended, although it has a place in certain 
selected cases. 


The treatment of an empyema should, moreover, be 
ambulatory as soon as the patient’s general condition 
allows him to get up. Proper expansion of the lung and 
obliteration of the infected pleural dead space is thereby 
hastened, always provided adequate and correctly placed 
drainage is maintained. 

As a contrast, how often_do we see those unfortunates 
who have been ill for months, perhaps years, still in bed 
most of the time, with a horribly flattened, deformed, and 
seriously impaired chest and a continuously running small 
sinus that either has a minute tube or no tube at all, or, 
worse still, has a strip of ribbon gauze tucked in it. Let 
us try to save our wounded fighting men and civilians 
from this fate—so tragic because it is avoidable, but one 
which has befallen many in the past. 


Under proper and thoughtful guidance the healing of an 
infected pleural space can be achieved in a short time and 


with no permanent disability at all; inattention to the - 


simple principles of drainage laid down here may result in 
the production of a chronic empyema which will entail 
perhaps a lifetime of suffering and disablement to the 
patient, and great economic loss not only to himself and 
his family but also to the nation, which may be called upon 
to grant him a permanent pension. In addition the 
services of a useful citizen or soldier may be unnecessarily 
lost. Not the least of the tragedy is that in most cases it 
could have been completely and easily avoided by taking 
proper care at one phase of management of the healing 
stage; in most this phase is that of regulation of the 
drainage tube, and occurs through failure to appreciate 
the seriousness of its casual premature removal. 
Remember that the treatment of pleural suppuration 
does not consist in doing an operation on the patient. 
The operation for providing adequate drainage is only an 


incident in treatment, albeit an important one. Treatment 
is concerned with securing and maintaining ful lung expan- 
sion and thereby complete healing of the infected pleura. 
So often the surgeon’s interest (and indeed the interest of 
all the patient’s attendants) becomes progressively less as 
the days pass into weeks after operation. The reverse 
should be the case: interest and attention should increase 
as the stage of healing advances, and in the final stages 
of obliteration the most scrupulous care is needed to 
manipulate the tube and arrange its removal at the correct 
time. Only when this is fully appreciated will the number 
of crippling and chronic empyemas caused by this war be 
diminished. 


CLEARANCE OF URBAN AIR-RAID 
CASUALTIES AT THE 
PERIMETER 


BY 


A. MASSEY, C.B.E., M.D., D.P.H. 
Medical Officer of Health, City of Coventry 


G. G. ALDERSON, B.A., M.B., F.R.C.S. 
Group Officer, Coventry Area 
AND 


C. F. BROCKINGTON, M.A., M.D., D.P.H. 
Deputy Medical Officer of Health, County of Warwick 


One of the major lessons taught by experience of severe 
enemy air attack is the danger resulting from a central 
location of general hospitals in vulnerable towns. Fortu- 
nate indeed are the towns possessing general hospitals at the 
periphery. But in the majority of cases the hospitals are 
on central sites, and thus it is that heavy damage to their 
personnel and fabric is now an unhappy commonplace. 
These things have obvious bearings upon casualty clearing 
schemes in the localities. The hospitals in a town are 
ordinarily the natural centres for the initial admission and 
classification of the more severe air-raid casualties pend- 
ing outward transfer to affiliated base hospitals. The 
sequence of events then is: (1) collection of street casualties 
—inward flow of laden ambulances to central hospitals ; 
(2) “ sorting ” and initial treatment of casualties at central 
hospitals—outward flow of other laden ambulances to base 
hospitals. The minor cases are, of course, treated at the 
first-aid posts. 


When the Inner Ring is Heavily Bombed 


This works well enough in raids with circumscribed inci- 
dents. But when the entire inner ring of a town is 
subjected to heavy and continuous bombardment there are 
obvious and serious difficulties owing to: (a) actual or 
potential damage to the central hospitals themselves ; and 
(b) the danger entailed in bringing loaded ambulances 
through the zone of maximum bombing. These conditions 
are more liable to arise in the county borough of ordinary 
size, for in the larger cities the inner ring is of such extent 
that it cannot be completely “ plastered ” in quite the same 
way. 

In the average county borough of known or supposed 
vulnerability, therefore, whose hospitals are located cen- 
trally, it is well to have in readiness a scheme for the 
clearance of casualties at the perimeter. This means that, 
on a given signal to the ambulance depots, all ambulances 
will be instructed to turn outwards following the colle¢tion 
of street casualties and deliver them to the nearest pre- 
scribed clearing station at the perimeter. These stations 
may be provided by upgrading selected first-aid posts. In 
upgrading posts it is probable that staffing and equipment 
are of more importance than elaborate structural works, 
for “ sorting,” resuscitation, and recording are the primary 
functions of the clearing station. Patients usually travel 
better before operation than after, and the mass of 
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operative work will be done in the outside base hospitals 
following transfer from the clearing stations. 

Experience in Coventry last year indicated the need on 
occasion for such clearing stations; in fact, some such 
arrangements had to be improvised at the time to meet the 
demands of the big raids in November, 1940. Following 
that, a more concrete scheme of casualty clearance at the 
perimeter was devised, and this proved its value during the 
heavy raids on the city in April, 1941. This will be appre- 
ciated the more when it is mentioned that the city’s large 
central voluntary hospital was completely put out of action 
owing to severe damage sustained in April, and that the 
municipal general hospital, although still largely intact, 
occupies such a vulnerable site that considerable restrictions 
have of necessity been imposed on its use. It should be 
mentioned that the voluntary hospital authorities have 
already established a substantial nucleus of new iti-patient 
accommodation in a building just outside the city 
boundary, and this will shortly be included among the 
clearing stations. 


Outline of a Local Schemé 


For purposes of publication, a description of the local 
scheme can Only be brief and in general terms. There aré 
five stations (which are. also first-aid posts) situated 
respectively in the northern, eastern, southern, south- 
western, and western sectors of the town. All are school 
buildings, and each is approached readily from the city 
centre by a main road. 

Two schemes of casualty clearance are recognized. 
Scheme | is operated in small raids, when the remaining 
central casualty clearing hospital—the municipal general 
hospital—-is available for initial admissions. Scheme 2 is 
brought into use in more extensive attacks, and clearance is 
then to the perimeter. The decision as between Schemes | 
and 2 or regarding a switch from 1 to 2 on any particular 
occasion rests in the ordinary way with the responsible 
officer of the casualty services in city central control. The 
operation of Scheme 2 is initiated by calls to the city clear- 
ing stations, posts, and depots, and to the County of 
Warwick control. Thereupon it is understood that (a) the 
city ambulances will convey casualties from incidents to the 
clearing stations at the perimeter, and (b) county control 
will send county ambulances to the stations for the purpose 
of transporting casualties, after classification and prelimin- 
ary treatment, to base hospitals in the reception areas. The 
clearing stations are linked up with the outside hospitals on 
a geographical basis in order that, so far as possible, cases 
from, say, a clearing station in the south proceed to a 


hospital that is also in the south, and so on. Fortunately. 


there is a first ring of base hospitals which conveniently 
permits of this, and all these hospitals are within a dozen 
miles of the city. It is, of course, appreciated that the flow 
of casualties may have to be modified at any time accord- 
ing to circumstances. The more distant hospitals in the 
group are brought into use as necessary either for direct 
admission or for the reception of outward transfers. 

In conditions of severe raiding telephone communications 
not unusually give out and messenger services may well 
suffer difficulties and delay. In these circumstances it is 
understood that the city clearing stations, posts, and depots 
will temporarily assume the initiative in the matter of clear- 
ing incidents in their respective zones according to 
Scheme 2. Similarly, county control will take appropriate 
independent action when communications with city control 
are inoperative. 

Summary 


_ In vulnerable towns the inner circle and the hospitals in 
it are always in special danger from enemy air attack. It is 
thus necessary in conditions of heavy central raiding in 
such towns to reverse the flow of ambulance traffic and 
direct it outwards to clearing stations at the perimeter. 
Schemes which can be brought into immediate operation 
Should be available to this end in selected towns. This 
note describes such a scheme which, despite some residual 
faults that are still receiving attention, has worked with 
some success under rigorous test. 


CASUALTY SURGERY IN AIR RAIDS 


A second symposium was arranged by the Bristol Division 
of the British Medical Association on July 10, when, at a 
largely attended meeting under the chairmanship of Dr. 
J. A. Nixon, casualty surgery in air raids was discussed. 


Work of the Resuscitation Officer 


Col. L. H. Wuitsy said that 10% of all air-raid casualties 
required transfusion, the average amount being two to three 
pints, so that if a hundred casualties were received at hospital 
a stock of between twenty and thirty pints of transfusion fluid 
should be available for use by the resuscitation officer, 
“ Shock ” was a useful term for the lowering of vitality which 
resulted from injury. and its most striking manifestation was 
citculatory embarrassment or collapse represented by reduction 
in blood pressure. Serial blood-pressure readings were the most 
reliable index to the cases needing transfusion ; the pulse was 
not nearly so reliab!e as had been supposed. An experienced 
reception officer could tell at a glance which cases should go to 
the resuscitation watd. Air-raid casualties fell into two broad 
groups: the neurogenic or psychogenic, and those showing very 
definite reduction in blood volume. The former were likely to 
respond tO conservative measures—rest, warmth, morphine, 
fluids, arid, most important of all, reassurance—but those with 
circulatory embarrassment owing to reduction in blood volume 
must be treated in addition by quantitative replacement approxi- 
mately of the amount of fluid lost, and this must be made with 
a protein fluid. 

In arranging facilities for serial blood-pressure Observations 
it was not necessary to have a battery of sphygmomanometers ;‘ 
there should be a large supply of cuffs, and the instrument could 
be plugged in to points near the patients. It was essential also 
to know the nature and extent of the injuries if there was not 
to be failure to transfuse in a case which needeéd transfusion. 
Nothing should prevent the resuscitation officer slitting a 
victim’s clothes from head to foot—a useful implement was a 
pair of carpet-maker’s scissors—and making a_ thorough 
examination. Again, there were people who might suffer a 
great reduction in blood volume without an equivalent fall in 
blood pressure. Gross injuries would lead one to expect that 
the blood pressure wouid be almost unrecordable, but common 
sense would suggest that transfusion in such a case should not 
be withheld because the reading was not as low as might have 
been anticipated. Oxygen was of great value in cases exhibiting 
gross cyanosis, and there was much to be said for the only 
surgery which should be performed in a resuscitation ward— 
namely, the treatment of a penetrating wound of the chest to 
relieve the cyanosis and put the patient in a better condition 
to withstand operation. Once a patient had been resuscitated 
adequately he should be operated on without delay, otherwise 
the improvement in blood pressure and general condition tended 
to disappear. 

Resuscitation did not end in the resuscitation ward. In cases 
with gross injury more transfusion might be required in the 
theatre. Movement from trolley to table and loss of blood at 
operation might undo some of the work previously done. In 
all such cases it was well for the last act in the resuscitation 
ward to be the setting up of a bottle of blood or plasma to 
accompany the patient to the theatre. The amount of blood 
lost was sometimes as much as 34 litres. But one of the ex- 
periences of the present war was that patients might lose even 
such an amount and still survive for a few hours, and the 
essential difference between the casualties seen in the last war 
and the present one was that in the latter the time between 
infliction of the injury and treatment was very much shorter. 
Blood pressure was the only reliable indication that replacement 
of volume by transfusion had been sufficient. If a rise of from 
10 to 20 mm. Hg per pint of fluid was not obtained, loss from 
an internal source should be suspected. As for the rate at 
which the fluid was administered, most people were in reasonable 
health before wounding, and a slow rate was not so necessary 
as when transfusing an anaemic person in civil practice. The 
rate sometimes induced a rigor—not all rigors were due to 
incompatible transfusions—but if the rate was slowed the rigor 
would disappear. 
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Some thought a blood transfusion service unnecessary 
because in the last war severe cases improved with saiine ; but 
if a casualty survived his haemorrhage his mechanical equip- 
ment for the restoration of his blood pressure would have come 
into action, he would dehydrate himself, and would be in a 
poor way on that account only, so that a pint or two of saline 
was life-saving. In the case of young people the first reaction 
to loss of blood was an intense vasoconstriction in an attempt 
to conserve blood which might keep the pressure at a reasonable 
level despite the fact that much blood had been lost. Clinically 
they appeared intensely pale on account of this vasoconstric- 
tion. Such patients were likely to collapse. If it was obvious 
that a person had suffered reduction in blood volume, trans- 
fusion should not be delayed. 


Organization and Personnel 


Prof. J. A. RyLe spoke of the organization and duties of 
personnel in a city hospital capable of taking more than one 
hundred casualties. The staff would include a surgeon in charge, 
a physician, a receiving officer, an anaesthetist, residents, and 
a radiologist, the appropriate number of sisters and nurses, 
also stretcher-bearers, clerical assistants, and so on. Perhaps, 
of the cases received in one night, about one-half would go to 
operation and about one-quarter through the resuscitation 
ward. The receiving officer must have considerable experience 
and be able to decide almost at a glance whether the patient 
had to be resuscitated or was ready for operation at once. 
Casualties did not arrive in a continuous stream ; they were 
brought in four at a time by the ambulances, with short intervals 
between. A superficial examination was made, but the patient 
was not turned over or moved, and the decision was either 
“ resuscitation” or “ general casualty ward.” A _ resuscitation 
ward was essential; such patients could not be dealt with 
adequately if scattered in several wards, and the ward should 
be in as safe and quiet a place as possible. The personnel 
should include a physician with two residents, one, at least, 
expert at transfusion, a sister, and nurses. The beds should be 
warmed and cradles put in position as soon as the raid started. 
The senior surgeon should not himself operate ; his job was 
to decide when the resuscitated patients could be moved for 
operation. The decision as to the optimum time for operation 
was best made by the physician and the surgeon who went round 
and assessed the degree of recovery. He had the same function 
in the general casualty ward, but, of course, the resuscitation 
ward came first. It was useful to have a large supply of 
triangular bandages which could be put on any part of the body 
without much manipulation. All x-ray work should be done 
with a portable apparatus ; it saved movement of the patients. 
After operation it was a good rule to return patients to the 
resuscitation ward for observation if there was reason for 
anxiety. It was only by close watching almost from minute 
to minute that decisions could be made. There was no need in 
the resuscitation ward to separate the sexes, and this enabled 
the resuscitation team to be concentrated in one place with their 
apparatus. 


Dr. P. PHILLIPS (Bristol) said that at his hospital a dispenser 
was responsible for taking records of patients admitted. 
Differently coloured cards were attached to the casualties, all 
details were put upon them, and they followed the patients 
wherever they went. It had been found advisable to have two 
sisters in charge of morphine and of anti-tetanus injections. 
One apparently minor point, and yet not unimportant, concerned 
the removal of clothing. In view of the coupon system 
mutilation of the cloth should be avoided if possible, and a 
pair of tailor’s scissors.was useful for opening up the seams. 
He concluded with a tribute to the amazing fortitude and 
patience of the victims. 


Operative Procedure 


Mr. G. M. FitzGIBBon first endorsed what Col. Whitby had 
said about blood transfusion. Thanks to Col. Whitby and his 
assistants, the lives of many casualties had undoubtedly been 
saved. As an instance of the “ miracles ” that could be wrought, 
he mentioned the case of a man aged 60 who had a leg shattered 
and an injury to his arm ; the blood pressure was unrecordable, 
and he seemed clearly about to die. He was given four pints of 


plasma and his pressure rose to 100 mm.-Hg. An amputation 
was then done above the knee and the arm injury attended to - 
within two days he was sitting up reading the paper, and he 
made an excellent recovery. 

From the point of view of operative procedure, a large pro. 
portion of these cases differed in no way from those encountered 
in ordinary civil traumatic surgery, such as road and industrial 
accidents. The difference in some cases was the penetrating 
wounds caused by flying splinters and secondary missiles. The 
case he found difficult was the multiple “ peppered ” wound, 
It was astonishing what night underlie a small puncture wound 
of the abdominal wall. A great deal of time was wasted in 
exploring small wounds, but occasionally something was found 
that made it worth while. Another difficulty was abrasions with 
the almost incredible filth that was ground into them. If left 
to heal there were scars. He used a nail brush under a general 
anaesthetic to remove the greater part of the dirt. Again, there 
was the penetrating wound which went three-quarters of the 
way through a limb; if a débridement was to be done it was 
worth while making a counter-incision on the other side and 
trying to form a conical wound which could be thoroughly 
cleansed. 


Mr. Fitzgibbon had been impressed by the effects of spraying 
raw surfaces with sulphanilamide powder ; it did not interfere 
with granulation. He had had two cases of gas gangrene. One 
was a penetrating wound of the calf. The general condition was 
poor, and it was not thought that the patient could stand an 
amputation ; therefore several incisions were made and the 
wounds packed with sulphapyridine ; serum also was given. On 
the ninth day a haemorrhage occurred and the leg had to be 
sacrificed, but the patient’s condition was better, and he 
eventually recovered. The second case was that of a woman 
with a minor wound ot the tibial region. An extensive incision 
was made and packed with sulphapyridine ; she was given 
serum, and made a perfect recovery without losing the leg. He 
also described operations on two chest wounds, and asked 
whether haemothoraces should be emptied. On the subject of 
burns, Mr. Fitzgibbon suggested that too many were tanned, 
making it very difficult to realize the extent to which necrosis 
would result. A second-degree burn might look suitable for 
tanning, but it might be found subsequently that the tan had 
raised the granulation tissues and not healed the epithelium. 
He thought that only cases in which the burn was obviously 
superficial should be sprayed. 

Mr. E. RocK CaRLING said that the fundamental principles of 
surgery were quite unaffected by externals like war, though the 
organization of work in hospitals must be different. It happened 
not infrequently that a number of patients reached together 
the optimum time for operation, and it was important that there 
should be available during heavy raiding enough surgeons to 
supply the available tables. This was comparatively easy in a 
one-night “ blitz,” but difficult in continuous raiding. Surgeons 
must give up the idea of having beds of their own or of being 
able to select their wards. It was also important that during 
a heavy raid some surgeon or physician, or both, should be in 
supreme control. In the case of patients whose blood pressure 
would fall in due course he thought it was the opinion of the 
majority of surgeons that tney should be operated on before the 
moment arrived when the pressure fell, and that transfusion 
must take place in the theatre and afterwards. If surgeons did 


not see their cases before operation, most careful notes should - 


accompany the patient to the theatre. 


With regard to “ peppered” wounds, experience in the Navy 
suggested that the vast majority of these took care of them- 
selves, although there was nothing more dangerous than an 
innocent-looking penetrating wound. A first-aid doctor re- 
marked that on a particular raid night he had treated a certain 
number of small, innocent wounds of the scalp. ‘“ Yes,” replied 
the surgeon who had received the cases, “ you sent eleven in one 
night ; four of them had foreign bodies in the brain, and the 
other seven were depressed fractures.” As to débridement, they 
should have said long ago, “Lay your wounds widely open 
until you get to every possible recess.” Scrubbing had been 
mentioned in connexion with abrasions. This was sometimes 


accompanied by severe shock and fall in blood pressure. Some 
surgeons had used liquid paraffin as a cleansing agent. On the 
‘subject of burns, convincing evidence had been put forward by 
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plastic surgeons that in third-degree burns where the skin was 
wholly destroyed coaguiation should not be undertaken. Heal- 
ing sometimes took place under coagulation, but it was healing 
with the loss of the amount of skin destroyed. Because of non- 
epithelization, and because tanning was a bad preparation for 
subsequent grafting, the plastic surgeon desired every third- 
degree burn to be treated by any means other than coagulation. 
If there could be certainty that a burn was third-degree the 
problem would be simple, but every burn which was third- 
degree was also in part first and second. 

Mr. K. H. Pripie, speaking of first-aid work, said that in- 
sufficient use was made of a firm bandage over wool. He had 
only once seen a tourniquet which had definitely saved a life, 
but he had many times seen a tourniquet which caused extensive 
venous constriction. The dressings issued were too small for 
large wounds ; for Army casualties a bigger dressing was issued, 
with a large bandage which could be firmly tied. Those in 
attendance at the incident should put crushed limbs anatomically 
straight, and a firm bandage over wool would stop any haemor- 
rhage. He added that doctors should go to the scene of an 
incident and supervise the work there. They should put a label 
on the patient stating, for example, that it was a compound 
fracture, so that on reception there would be no need to take 
off the firm bandage and cause fresh bleeding. There would be 
much better first aid if it could be arranged for patients to be 
treated by a doctor at the incident. 


COMMUNAL FEEDING IN SCHOOLS 
THE MIDDAY MEAL AS AN EDUCATIONAL SUBJECT 
[FRoM A CORRESPONDENT] 


In the years before the present war progressive estab- 
lishment of central schools meant that a considerable 
number of children had to depend on the school for their 
midday meal. In many areas teachers took advantage of 
this provision hy making the school meal part of the curri- 
culum, building round it lessons in hygiene, food values, 
and even history and geography, as well as the more 
obvious instruction in cleanliness and good manners. This 
advance was limited in scope until wartime economy gave 
a new impetus to schemes of communal feeding. With the 
help of voluntary bodies and continual encouragement 
from the Board of Education the system of school canteens 
has made rapid progress and, in the reception areas 
especially, communal feeding in schools has become a 
feature of everyday life. 

The requirements of a school meal are simple enough: 
it must be good, cheap, well cooked, and well served. By 
“ good ” one means that it must consist of wholesome food 
in the right proportions to promote healthy growth, with 
the addition of sufficient vitamins and mineral salts to meet 
the sum of the child’s daily needs. 


Provision should be Obligatory 


Recent investigations conducted by experts and subjected 
to careful scientific analysis point strongly to the conclusion 
that the communal midday meal in schools should now be 
made universal. It is true that education, propaganda, and 
voluntary effort have already done a great deal towards the 
provision of school meals ; it may be true, as is sometimes 
argued, that in certain areas there is no local demand for 
communal feeding ; but these arguments carry little weight 
in wartime, when food problems are too complicated for 
the ordinary housewife, and when our future as a nation 
depends so much on the sound nutrition of our children. 
It is permissible to hold that there should be an obligation 
upon the local education authority to make this provision, 
and children should be excused from attendance only if 
their parents can show that they can and do provide an 
efficient substitute at home. 


This recommendation is supported by a number of con- 
siderations, of which the following are perhaps the most 
important: 

(1) The communal midday meal can be made an integral part 
of the daily education of every child. This should have been 
done in peacetime ; in war the argument is strongly reinforced. 

(2) Good nutrition is so great an asset to the nation at any 
time that no chance should be missed of laying firm foundations 
in childhood. 

(3) In wartime the need for sound nutrition is compelling, but 
the means of maintaining a high standard requires expert 
guidance. The best of our modern knowledge of food values 
can be applied through the communal meal, and in no other way. 


These three points may now be considered in more detail. 


1. Educational Value of the Communal Meal 


Rightly considered, the school meal is an indispensable 
part of the curriculum at all ages. It is one of the best 
means of making a child fit to become a useful citizen. 
Habits acquired at meal-times remain with a child through 
life. Knowledge of food values ; simple daily experience 
in cooking and serving ; and patient instruction in the pro- 
tection of food and the avoidance of waste: these will 
become part of the ordinary background of the adult if he 
has been well taught in childhood. Under present con- 
ditions school medical officers and those who undertake 
child welfare work have constantly to give advice to 
parents about feeding their children; in general practice 
one of the most important therapeutic measures is advice 
on diet. The work of the whole medical profession 
to-day is hampered by the appalling ignorance of working- 
class parents about the most elementary principles of 
feeding. The guidance offered is often valueless, not from 
lack of good will, but on account of the fact that young 
fathers and mothers have never been taught when they 
were children. 

The “ food lesson ” is a most important educational sub- 
ject for both boys and girls, and it is never too soon 
to begin. The remarkable success of nursery schools in 
teaching good habits at table is an example and an en- 
couragement, but the work must be treated seriously and 
be carefully organized, or much of its value will be thrown 
away. At present, where midday meals are served in 
schools, the whole affair is often a glorious rush with the 
one object of getting into the playground as quickly as 
possible. There is little attempt to inculcate good manners 
at table, and the service generally (perhaps through lack of 
adequate means) tends to become slovenly and to give a 
poor opportunity for the practice of good table habits. 
The financial difference between a table well laid, with 
clean plates, shining cutlery, and flowers, and the disorderly 
muddle which one frequently sees, is negligible ; the real 
_difference is the essence of good education. Food and its 
handling before, during, and after a meal should be given 
a prominence, which is now completely lacking, in all 
schools, of whatever grade or character. 

First, there is the choice of a menu: the children shou!d 
be consulted—and taught. This is a lesson in relative food 
values and the importance of a balanced meal. The 
subject-matter can be linked with other educational material 
such as geography ; the seasonal choice of food, especially 
fresh fruits and vegetables ; and the economical selection of 
diet according to what the market provides. The elements 
of food purchasing is a practical lesson in arithmetic as 
well as in feeding. 

In the second place, the preparation of food is a course 
of instruction in method, care, and cleanliness. It teaches 
children how to make use of the most valuable parts of 
certain foods, such as potatoes, thus avoiding waste in 
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wartime. Slovenly preparation of food in dirt and disorder 
begets disease and malnutrition. Good simple methods of 
preparation and cooking belong to the fundamental subjects 
of education for both boys and girls. 

In the third place, the service of meals is at present almost 
wholly neglected as an educational subject. Yet what can 


be more important than these simple daily lessons in 


cleanliness. tidiness, correct eating, courtesy, and good 
manners? Slovenliness and guzzling would be checked ; 
lack of consideration for others deliberately pointed out ; 
noise, as distinct from reasonable conversation, prevented ; 
and, in brief, elementary social qualities introduced by daily 
practice of a kind that would have a decisive influence on 
the whole outlook of the child. 


Lastly, and not the least important, is the clearing up and 
cleaning up after a meal. One’s mind turns to some recent 
examples actually witnessed, where pieces of bread on the 
floor and the generally dishevelled state of the tables were 
a disgrace. It is to be hoped that the revelations produced 
by the evacuation scheme will bring home to people of good 
will the immediate need to teach good habits to children. 
In wartime especially there is no more urgent lesson than 
the careful avoidance of waste. Every effort must be made 
to show children how much of the food left over from the 
preparation of one meal can be brought into use next day 
in an attractive form, and what should be preserved for 
humbler purposes. The protection of food, especially milk, 
from dust and flies must be demonstrated again and again 
until it becomes a routine. 


2. Food and Nutrition 


Malnutrition in childhood is difficult to assess ; but it is 
known beyond doubt that large numbers of children suffer 
from varying degrees of defective nourishment. In most 
cases this is due not to gross lack of food but to faulty 
feeding. The commonest errors (which often lead to 
serious troubles) are insufficient vitamin intake and defi- 
ciency in mineral salts. The communal meal must there- 
fore be scientifically prepared in such a way that the whole 
of the child’s daily requirements of accessory food sub- 
stances are supplied. One cannot rely on the vitamin 
content of meals taken at home in a working-class house- 
hold. Milk is the best food for children, and there is no 
difficulty in finding a place for it in the midday meal. 
When this is done the provision of milk as a morning drink 
can be superseded. 

3. Wartime Needs 


Under war conditions all the arguments which can be 
brought forward to support a normal programme of com- 
munal feeding are strongly reinforced. There are two 
kinds of rationing—by food and by cost ; and between the 
two the housewife will find it more and more difficult to 
provide for her children the right foods in the right 
quantities. The families whose incomes are near the 
poverty line cannot do it at all. Further, an increasing 
number of married women with children are finding places 
in factories, and are employed in work of national impor- 
tance. The least the State can do for them is to see that 
their children are properly nourished. Our knowledge of 
how to organize communal feeding has passed far beyond 
the experimental stage, and the time has come for action. 
It is unnecessary to set out here the balance of foods which 
a communal meal must provide, or its content of vitamins 
and mineral salts ; these have been worked out fully in Sir 
John Orr’s recently published book, and they have been 
presented in a simple form by the British Medical Asso- 
ciation. Many valuable books and pamphlets on wartime 
cookery have also been. produced. The elements are well 
known and quite simple, and—what is more important— 


— 


the Ministry of Food is making sure of adequate supplies 
of essential foodstuffs. 

The education authorities who are already carrying out 
the programme outlined in this note are increasing in 
number. Many good influences are at work and the gospel 
of nutrition is being widely spread through the skill and 
initiative of domestic science teachers and by officers of 
the Ministry of Food. Nevertheless there are backward 
areas, which serve to emphasize the need for universal 
provision. The fact that existing work in this direction 
has been so beneficial adds weight to the argument for 
transforming permission and encouragement into a definite 
obligation. It is our duty to see that wartime food is wisely 
chosen, carefully prepared, intelligently cooked and served, 
and put to the best possible use. 


THE RED CROSS OVER BRITAIN 


A year of intensive effort and adaptation is placed on record in 
the annual report of the British Red Cross Society. The Red 
Cross in this war has stood for the succour not only of fighting 
men but of civilians. It has expanded from a small peacetime to 
a large war organization, and the support of the public, including 
help from the United States, has been commensurate with its 
service. Its detachments number 2,828, with close upon 130,000 
members and probationers. In 1940 the Society had 4,400 men 
and women serving full-time with the Forces, 5,365 women in the 
E.M.S. hospitals as members of voluntary aid detachments or the 
civil nursing reserve, 239 men and women on hospital trains, 
7,240 men and women serving full-time and 28,500 part-time with 
A.R.P. posts, rescue parties, and mobile units, 3,000 men and 
women in auxiliary hospitals and convalescent homes, and just 
upon 2,000 with ambulances. The work done by women in pro- 
viding hospital supplies and comforts almost defeats the statis- 
tician. The trained nurses department, which was set up imme- 
diately on the outbreak of war, has devoted itself to building up 
the trained nurses reserve ; most of those mobilized are serving 
in convalescent or auxiliary hospitals, but a number have been 
seconded to the Ministry of Health for emergency duty. Two 
activities of the Society which are in full trim in peacetime as 
well as in war should not be forgotten. One is the Blood Trans- 
fusion Service. Last year the London service provided 1,395 
donors, the lowest number for ten years. The diminution is due 
to the evacuation of patients from London hospitals. On an 
average each member during 1940 gave eleven transfusions. 
Eleven members have now given 50 transfusions, four 60, two 70, 
and two 80. Eighteen members of the committee of the Volun- 
tary Blood Donors Association have a total of over 750 to their 
united record. This is represented as furnishing clear proof of 
the harmlessness of blood transfusion carried out over a period 
of years. The other activity is the Clinic for Rheumatic 
Diseases, Peto Place, where, in spite of evacuation, black-out, 
and air raids, 1.224 patients have attended and 35,367 treatments 
have been given. The results of treatment are rather less satis- 
factory than in previous years, owing to the larger proportion of 
advanced cases, the earlier ones being dispersed for various 
reasons ; but environmental strain and shelter life are also likely 
to prevent optimum results. It is emphasized that after the war 
there is likely to be a notable rise in the incidence of rheumatic 
diseases, and therefore it is important to maintain the activities 
of the clinic at as high a level as possible. 


G. Reyersbach. T. F. Lenert, and A. G. Kuttner (J. clin. 
Invest., 1941, 20, 280) record their observations on an out- 
break of influenza due to the virus recently described by 
Francis under the name of “influenza B” in a ‘elatively 
isolated group of rheumatic children. The clinical symptoms 
were mild and remained remarkably uniform throughout the 
epidemic. There were no complications. Rheumatic recur- 
rences were not precipitated by the outbreak of influenza. The 
characteristic laboratory finding was a relative leucopenia. 
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AWARDS FOR GALLANTRY AT SEA 


The award of the M.B.E. (Civil Division) to Dr. L. F. TOGNER! 
i; announced in a Supplement to the London Gazette dated 
July 9. The announcement reads as follows: “The ship was 
badly damaged by a U-boat, a torpedo struck her abaft the 
engine-room. The second engineer was trapped under a 
grating, with water rising fast. Chief Engineer William Skinner 
(awarded the O.B.E.) and Electrician Donald Mowat (awarded 
the B.E.M.), by the skilful use of crowbars, released the officer. 
The vessel took on a dangerous list to port and the master 
ordered all boats to be lowered, manned, and pulled clear. He 
himself remained on board with the chief engineer and the 
ship’s surgeon, Dr. Togneri. These two officers helped the 
master to save the ship. As the weather was moderate and the 
vessel seemed to be holding her own, a number of officers and 
men returned on board and tried to get her in tow. Able 
Seaman David White (awarded the B.E.M.), who was the oldest 
member of the working party, showed special zeal.” 


AWARD FOR GALLANTRY IN CIVIL DEFENCE 


The award of the George Medal to Dr. KENNETH EDWIN TAPPER. 
0.B.E., head of A.R.P. Casualty Services, Bromley, Kent, is 
announced in a Supplement to the London Gazette dated July 7. 


The announcement reads as follows: “Dr. Tapper has on 
many occasions during enemy air attacks crawled under wreckage 
to search for and give treatment to injured casualties pinned 
down by debris. When people were buried beneath the wreckage 
of a German aeroplane and two houses Dr. Tapper gave medical 
aid to the victims while large unexploced bombs were removed. 
Dr. Tapper has shown great gallantry in his efforts to relieve 
suffering among air-raid victims. 


Reports of Societies 


TRICHINIASIS: MODE OF SPREAD AND 
MANIFESTATIONS 


At a meeting of the Shaftesbury Military Hospital Medical 
Society on July 8, with Major-General F. CASEMENT, 
D.S.O., in the chair, Dr. PAUL BEESON, physician to the 
American Red Cross-Harvard Field Hospital Unit, read a 
paper on the mode of spread and manifestations of 
trichiniasis. 

Trichtniasis, he said, was one of the few diseases the prevalence 
of which in Britain had markedly increased since the outbreak 
of the war. Before 1939 not more than fifty cases had been 
reported ; since January, 1941, approximately 300 clinical cases 
had been notified, and it might be assumed that there were many 
more which were not recognized. Human beings acquired 
trichiniasis from eating pork. The illnesses in Britain recently 
were due to pork sausage prepared from local pork. It was 
probable that trichiniasis occasionally occurred in swine in this 
country as a result of their eating infested rats. The clinical 
manifestations were very variable, depending on chance deposi- 
tion of parasites in different organs. Standard descriptions of 
the disease failed to emphasize this point. Gastro-intestinal 
symptoms occurred in less than half the clinical cases. Orbital 
oedema and muscle pains were usual manifestations. Subungual 
haemorrhages, present in some severe cases, constituted a 
striking and almost pathognomonic sign. Parasites in other 
parts of the body might produce signs suggestive of encephalitis, 
meningitis, pleurisy, pneumonia, or myocardial failure. The 
diseases which particularly required differentiation from 
trichiniasis were influenza, typhoid fever, bronchitis, gastro- 
enteritis, acute nephritis, encephalitis, and meningitis. The first 
requisite in the diagnosis of trichiniasis was an awareness of its 
possible occurrence and of the many forms which it might 
assume. A differential leucocyte count was the best aid to early 
diagnosis ; eosinophilia was almost constantly present during 


the first three months of infestation. The parasite might be 
demonstrable in the circulating blood during the first three weeks 
or in muscle tissue after that time. The skin reaction to Trichina 
antigen was constant and quite specific, but it did not prove that 
an infestation had occurred recently, since it might be elicited 
years after. There was no specific therapy for trichiniasis at 
present. 


Correspondence 


Treatment of Burns 


Sir,—I trust that all those concerned with the treatment of 
burns will have an opportunity to study your leading article in 
the Journal of July 12 (p. 53). Uncertainty prevails as to the 
choice of method of treatment, and fundamental principles are 
sometimes forgotten. This uncertainty has no doubt stimulated 
your timely reference to “confused counsel,” “ dissenting 
voices,” and “sectarian division.” Impartial workers feel, as 
a rule, that there is no place as yet for dogmatism, but that the 
experiences of the past should not be discarded with too much 
haste. 

Pending Utopia, your article reminds us that “ mortality rates 
must be the first criterion of success.” The article quotes figures 
in support of those who still believe in coagulation with tannic 
acid as one of the best, if not the best, life-saving procedure. 
In a series of 1,913 cases of burns treated with tannic acid the 
mortality was 11.3°., while in a series of 1,369 treated by other 
methods the mortality was 24.595. In a series of 809 cases 
treated by Glover and Sydow with tannic acid the mortality rate 
was 8.4%. They recommend the removal of the tan between 
the fifth and the eighth day. Treatment is continued with con- 
tinuous Dakin’s dressings. 

I have had good fortune, in life saving, with the well-known 
combination of tannic acid and silver nitrate, and I can commend 
this application to others. especially those who are working 
single-handed or under other adverse conditions. It was, I think. 
the serious complications that arose when tannic acid was 
applied to the fingers and face which led many to abandon the 
method in toto. Warnings, however, were sounded in the past 
against such applications, but they went either unnoticed or 
unheeded. In the Medical Annual, 1931 (p. 86), it is stated: “ The 
resulting coagulum forms a very tight tourniquet and the finger- 
tips may slough off.” Again in the same publication (1932, 
p. 84) attention is called to the fact that “ the finger-tips should 
not be sprayed with tannic acid, as gangrene sometimes results, 
and tannic acid should be avoided also near the anal or oral 
margins.” 

“He wrongly accuses Neptune, who makes a shipwreck a 
second time.” —I! am, etc., 


Aberdeen, July 12. W. I. bE C. WHEELER. 


Envelope Treatment for Burns 


Sir,—Several articles have appeared in the British Medical 
Journal on this method of treating burns, using a solution of 
electrolytic sodium hypochlorite with sodium chloride as 
irrigant. In the issue of July 12 (p. 46), after describing the 
method, Mr. J. W. Hannay ends by saying: “ The great value 
of envelope irrigation is that one can be quite certain that in no 
case treated by it, with or without theatre cleansing, will any- 
thing more than mild infection occur. Can this be claimed for 
any other method? ” Yes, certainly; this can be claimed for the 
method of hypertonic treatment with sodium sulphate “ soaks ” 
(that is, lint kept soaked with a saturated solution of Glauber’s 
salt). Moreover, in a paper describing the practical applications 
of this method, which you published exactly a year ago (July 13, 
1940, p. 53), I suggested that the true value of Dakin’s solution 
in controlling sepsis (as of a number of other agents such as urea, 
insulin. partially evaporated pus, saliva, and sweat) lay in its 
hypertonicity over cycloplasm. I went more fully into the theory 
of the subject in a paper, describing over 1,000 cases, published 
in the Lancet (February 3, 1940, p. 216); but the point I wish 
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to make is that since experimentally Glauber’s salt is proved to 
be much superior both osmotically and in diffusion to any other 
substance used for this purpose, and since I have shown: that 
no “antiseptic” is necessary (vide Lancet paper above), should 
not this salt be the agent of choice for envelope irrigation? I 
will even suggest that the effect of sulphonamide drugs applied 
locally in a wound or burn is entirely hypertonic, except in 
regard to such of the substance as may be absorbed into the 
circulation. 

The envelope idea itself seems quite good, but I consistently 
achieve similar results with a sheet of lint laid over a burn, kept 
soaked (under a sheet of oiled silk) with saturated sodium sul- 
phate solution, and not changed or otherwise interfered with 
until it begins to stink (that is, after several days), This method 
can be applied to burns of all degrees not only by nurses in 
hospital but by totally unskilled relatives in the patient’s home. 
The results are excellent; no sepsis occurs, the treatment is 
painless, tissue repair and epithelial growth are rapid, and the 
resultant scars are flexible and tough. I now treat all burns and 
scalds in this way from the beginning without tanning them.— 
am, etce., 

York, July 17. J. C. Lytu, M.B., B.S. 

Sik,—In connexion with the articles describing the envelope 
treatment of burns (July 5, pp. 1 and 7) and your leading article 
in the Journal of July 12 (p. 53), the practice seems to have been 
adopted of describing dilutions of a basic 1% electrolytic sodium 
hypochlorite solution in terms of the solution and not of the 
active ingredient. Thus strengths of solutions of electrolytic 
sodium hypochlorite are described as “from 1% to 50%,” 
whereas in fact what is meant is “ from 0.01% to 0.5% ” in terms 
of actual hypochlorite. 

Might I suggest that it would be much clearer and less likely 
to lead to misunderstanding if the strengths of such solutions 
were indicated as actual sodium hypochlorite as shown above? 
—I am, etc., 


Harrow, July 16. E. A. Lum, Ph.C. 


Tuberculosis in Recruits 


Sir,—The increasing attention which is being paid in this 
country to the mass radiography of recruits and industrial 
workers is raising certain new problems. Radiological detection 
of early tuberculosis has achieved a high degree of accuracy, but 
it must be followed by careful clinical assessment of activity if 
really valuable results are to be achieved. Confirmation of 
diagnosis by the finding of tubercle bacilli should be a primary 
aim in every case, and to this end gastric lavage, examination of 
faeces, and cultural methods will be needed in addition to the 
routine methods of sputum examination. Examination of the 
sputum by the fluorescent microscope is reported from America 
and elsewhere to give a higher percentage of positive results 
than do any of the standard methods of examination, but, so far 
as I am aware, this technique 1s not yet largely practised anywhere 
in this country. Dr. Gregory Kayne drew attention (July 12, 
p. 65) to the apparent discrepancies of results among sputum 
tests, and Dr. James Maxwell, in the same page, emphasizes that 
the finding of a positive sputum is not, in itself, evidence of 
activity. 

Assessment of activity must depend to some extent upon pro- 
longed observation, and for this purpose neither hospitals, sana- 
toria, nor dispensaries are entirely satisfactory. If these exam- 
inations are to continue to reveal between | /2 and 1% of positive 
radiological findings, then special facilities should be provided 
tor the observation and assessment of cases so detected. The 
adverse psychological effect upon a patient of the diagnosis of 
pulmonary tuberculosis is well known, as also is the social stigma 


attaching to the disease. Both these evils could, to some extent, . 


be minimized if in suitable cases the patient could, from the very 
beginning, be assured that his disease is inactive and relatively 
harmless, both to himself and to other people.—I am, etc., 


London, W.1, July 17. ALEC WINGFIELD. 


Sir,—Dr. Gregory Kayne (July 12, p. 65) thinks that in our 
paper the fact was insufficiently stressed that recruits with un- 
detected tuberculosis have been accepted into the Services. It is, 
of course, impossible, for obvious reasons, to publish the actual 


number of men examined by Medical Boards, and therefore 
anything approaching a correct incidence of the disease cannot 
be calculated. It may be that between 1 and 2% of recruits are 
usually referred to tuberculosis officers, but to adopt a basic 
figure that may well vary 50% either way for the purposes of 
calculating an incidence rate would be quite unjustified. 

Whilst we agree with Dr. Kayne that many men suffering from 
active tuberculosis have undoubtedly been accepted into the 
Services, we did not set out to prove this, but merely to indicate 
the results of the examinations of recruits actually referred to 
the tuberculosis officers in Wales, and from our findings we felt 
justified in recommending that “ the indications for the reference 
of cases by Medical Boards to the tuberculosis officers should be 
comprehensive, and even then that cases of active or latent tuber- 
culosis might be missed,” and that “ the finding of a substantial 
number of tuberculous recruits in Wales strongly supports the 
view held by most tuberculosis workers that all recruits should 
be subjected to a radiological examination.” As Dr. Kayne 
suggests, a considerable proportion of sputum specimens from 
our out-patients are examined only by the direct method because 
fuller examinations, if necessary, are left until after the patients 
have been admitted to institutions. 

Dr. Kayne points out that 73°, of our diagnosed recruits were 
T.B.-negative as compared with 49°5 of our male new cases 
(other than recruits) aged 18 to 35, referred in 1940. The much 
higher percentage of T.B.-negative cases among recruits is due, 
in Our Opinion, to the fact that most of these men, unlike the 
ordinary male new case, had not suffered from such a degree of 
ill-health as to consult their own doctor, and that it is therefore 
reasonable to expect they would be earlier cases. 

It is quite possible that the incidence of tuberculosis among the 
group of “discussed and approved pleurisies ” is higher than 
among those men who had not previously been seen by a tuber- 
culosis officer, but it is significant, nevertheless, that out of a 
total of 499 men who stated they had had a previous pleurisy, 
116 (23%) subsequently developed pulmonary tuberculosis. 

We are grateful to Dr. Kayne for his appreciative remarks and 
helpful comments.-—We are, etc., 


S. H. M.B., D.P.H. 


Cardiff, July 15. Mostyn Davies, F.S.S. 


First-aid Treatment of Injured Eyes 


Sir,—Injuries to the eyes in an air raid are of very frequent 
occurrence ; multiple foreign bodies in the conjunctival sac or 
embedded in the cornea from dust and debris, injuries from 
burns of the face and eyes, also from intense smoke, are the 
commonest. If a gas attack should occur there will also be 
mustard gas lesions of the eyes. These injuries are accompanied 
by very great pain and spasm and photophobia. 

At a meeting of the Bristol Division of the B.M.A., reported 
in your issue of June 28 (p. 978), in a discussion on first-aid 
experiences in an air raid, one speaker said that of 250 casualties 
over half were eye injuries or burns. Another speaker referred 
to the large number of eye injuries and the urgent need for some 
anaesthetic for damaged eyes. Considering those statements 


and the extremely painful nature of eye injuries, it seems that — 


some eye anaesthetic solution should be provided at first-aid 
posts. Such treatment would be as valuable as the injection of 
morphine for other injuries, for the following reasons: (1) to 
allay the very great pain in the eye ; (2) to permit of efficient 
irrigation ; (3) to allay fear and anxiety of the patient ; (4) to 
prevent spasm and rubbing of the lids. 

The War Office Manual of Chemical Warfare, 1939, states 
(of mustard gas cases) that cocaine should not be used to allay 
pain because it only exerts transient anaesthesia and tends to 
loosen corneal epithelium. It is true that cocaine used three or 
four times at short intervals or three times a day would lead 
to injury of the cornea, but would it do any real harm if 
instilled only once? It would be valuable to have the opinion 
of leading ophthalmologists as to whether one application of 
cocaine drops would do any harm. One application would 
permit efficient irrigation and allay fear and pain until the 
patient got to hospital. 

In the Journal of June 28 (p. 966) Dr. Dorothy R. Campbell 
of Coventry gave her experience of i100 eye casualties. She 
states that metycain and merthiolate ointment gave great relief 
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without any ill effects on the cornea. I write to urge that a 
weak solution of cocaine (1%) or metycain and merthiolate 
ointment be supplied to first-aid posts for the efficient treatment 
and irrigation of damaged eyes. Not only would great pain be 
relieved but some eyes might be saved by more efficient 
treatment.—I am, etc.. 


Deal Hospital, July 13. G. T. Birpwoop. 


Flat-foot in Recruits 


Sik, We were interested to read the article by Captain R. T. 
Burkitt (June 28, p. 967) in reference to his treatment for flat 
feet in recruits. We have been in medical charge of training 
regiments for a considerable period, and we find that this is 
one of the most prevalent disabilities to be met with among 
recruits. 

The men who have come under our charge have come directly 
from civil life, from a large variety of occupations, and have 
immediately to be put on an intensive course of drill and route 
marches for three months before being posted to their service 
anti-aircraft units. After dealing with recruits for some months 
we found such a large number of men complaining of flat feet 
that it interfered with the training programmes of the regiments. 
During this period in every case (all cases were of the first or 
second degree) we adopted the recognized method of raising the 
inner side of the boot with no success at all, and many com- 
plaints that the men found it difficult to do their marching with 
their boots altered in this manner. 

We were thus compelled to try other methods, and we devised 
a support, to be worn inside the boot, consisting of a leather base 
with a bridge of sheet rubber supporting the arch beneath the 
leather and attached to it by adhesive plaster. This does not 
have the action of a metal support shaped to the normal arch 
of the foot, tending to Bush the arch upwards and so allowing 
the calf muscles to atrophy from disuse ; but by being raised on 
the inner side, and having a certain amount of resilience, it 
appears to us that this pad tends to exercise and massage the 
arch of the foot during walking. 

The men are instructed to walk on their toes as much as 


' possible, and in severe cases they are given special physical 


training. Cases have been treated with exercises alone, but, as 
Captain Burkitt remarks, it is difficult to get the co-operation of 
the patient. 

The routine in each case has been to fit a pair of pads made 
to the size of the foot and return the man to full duty. He 
reports after one week, and by this time-most patients say that 
they have no pain in the feet, but that there is some slight 
aching in the calves. This is due to the strengthening of the 
muscles which support the arch of the foot. They report again 
at the end of four weeks and again at four-weekly intervals. 
Each successive examination shows improvement in the con- 
dition of the arch, and the men state that they can carry out 
full duty without pain. In uncomplicated cases of first- and 
second-degree flat feet we have so far had no cases of faiiure, 
over eighty cases being treated in this way, and as soon as the 
arch has returned to within normal limits the patient is advised 
to leave off wearing the pads for increasing periods until 
eventually he is able to discard them completely without causing 
a return of the pain. This usually takes from six to ten weeks 
from the date of fitting the pads. 

In cases complicated by dropping of the transverse arch, 
hallux valgus, or other deformity, the reconstitution of the 
normal longitudinal arch takes much longer, but throughout 
this period we have had no case which has not been relieved 
by the wearing of pads. Cases which have been treated in this 
manner have never had to be boarded out of the Army, though 
a few cases complicated by other deformities have had to have 
their medical category lowered. By employing a good chiropo- 
dist who understands how to make these supports we have put 
back into training a large number of men who might otherwise 
have been useless for active work. 

We are indebted to Lance-Bombardier Batson for his co- 
operation in the making of these pads, and to Lieut.-Colonel 
J. W. Lane, R.A.M.C., for permission to publish this letter.— 
We are, etc., 
S. B. Sacus, Capt., R.A.M.C. 


July 8. L. Girson, Lieut., R.A.M.C. 


Economic Insulin Dosage 


Sir,—In a letter in the Journal of April 5 (p. 535) Dr. R. D. 
Lawrence advocates the use of the more concentrated solutions 
of insulin on grounds of national and personal economy. The 
argument of national economy stands, in that bottles are saved 
by the use of the more concentrated solutions. The argument of 
personal economy, however, only extends to patients with 
diabetes who take large doses of insulin, as I realized the other 
day when a patient to whom I had recommended more con- 


centrated insulin complained that it had cost her more in the © 


course of a month. The reason is that the ordinary Record 
syringe, which most diabetics use, retains about 0.1 ¢c.cm. of 
insulin after injection, and this quantity is wasted. The number 
of units wasted will, of course, be greatest with the strongest 
concentrations of insulin. 

The most economic strength of insulin for various daily doses, 
calculated on the assumption of a daily wastage of 0.1 c.cm. 
and using 5-c.cm. vials, is given in the accompanying table. The 
difference in cost is not great in most cases, but a diabetic taking 
12 units of P.Z. insulin a day will save Is. a month by using 
40 units/c.em. rather than 80 units/c.cm. insulin. To many 
hospital patients this is a significant difference in cost. 


Daily Dosage Most Economical Strength | Most Economical Strength 
of Insulin of Ordinary Insulin of P.Z. Insulin 
0-5 units 20 units/c.cm. 40 units/c.cm. 
5-30 units 40 units/c.cm. 40 units/c.cm. 
30-35 units 80 units/c.cm. 40 units/c.cm. 
Over 35 units 80 units/c.cm. 80 units/c.cm. 


—TI am. etc.. 


Radcliffe Infirmary, Oxtord, July 13. C. M. FLETCHER. 


Diabetic Coma in Young Diabetics 


Sir,—I am grateful to Dr. Wilfrid Oakley (July 5, p. 30) for 
his comments on my paper on diabetic coma. In Case 6, a 
severe case of coma in which Gerhardt’s test on the urine was 
negative in the early stages, I could not with certainty detect 
acetone in the breath. His suggestion of testing the serum 
Gualitatively by Rothera’s test is a useful one. I quoted the 
case to emphasize the well-known but not sufficiently recognized 
fact that Gerhardt’s test is occasionally negative in severe coma. 
I agree that the level of the systolic blood pressure is of great 
importance in assessing prognosis and treatment. 

With regard to insulin dosage, it is very difficult to lay down 
rules and perhaps it was unwise to try. In my experience insulin 
dosage in coma, particularly in the early stages, tends to be too 
low rather than too high, and, perhaps by good luck, I have not 
yet seen a case which passed from diabetic coma into hypo- 
glycaemic coma. The points that Dr. Oakley stresses, that if 
insulin is given two-hourly its action is a cumulative one, and 
that this tends to falsify blood-sugar readings, are very im- 
portant, and these facts must always be allowed for in estimating 
dosage, particularly as the phase of recovery and possible hypo- 
glycaemia is approached. Blood-sugar readings are, however, 
only a rough guide to progress, and must always be considered 
in relation to other factors, such as the clinical condition of the 
patient, the severity of any infection which is present, and the 
previous dosage and response to insulin in the past. Perhaps 
such clinical considerations have saved me from the pitfalls | 
deserved, and I appreciate Dr. Oakley's helpful criticism and 
warning about the risks of overdosage.—I am, etc., 


Cambridge, July 12. LESLIE COLF. 


Aggregation of Toddlers 


Sir,—Your article (July 19, p. 91) regarding aggregation of 
toddlers needs consideration, lest it be misunderstood. 
““Commonplaces of medical knowledge” seem to belong to 
the beginning of the century, to confuse dangers of infection in 
the parasitic stage of infancy under 2 years with the toddler 
stage (pre-school) from 2 to 5 years, and to compare nurseries 
and créches with infant schools. It is, however, the homes them- 
selves which are the chief distributors of early infections. 

“The expert direction of the medical officer of health” is 
mainly needed to comply with Acts of Parliament, and there are 
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many lacunae in his oversight, the care of the pre-school child 
being one of them. Ere the present popular awareness of this 
neglect, these conditions needing remedy may be well repre- 
sented by a normal of ten years ago. The Registrar-General’s 
reports for 1930-3 show an average of 1,780,000 children aged 
2 to 5 years ; of these 8,302 died annually. About three-quarters 
of these deaths were preventable. One group of zymotics— 
measles, whooping-cough, scarlatina, diphtheria—accounted for 
2,572 deaths ; the last, diphtheria, caused 835, every one of 
which should have been prevented. The diphtheria ¢eaths 
among pre-school children are about equal to those at school 
ages. Here homes can certainly be traced as the source of about 
nine-tenths of the cases. Yet ten years later “ expert-direction ” 
for immunization seems mostly concerned with school children 
(locking the stable door, etc.), neglecting the year-old infant, 
which intensive “infant care work” should look after. The 
immunization of this infant as regards public health is worth 
that of ten or a dozen school children. Diphtheria will certainly 
disappear when most children in the parasitic stage in the care 
of their mothers are immunized—but not till then, whatever is 
done with school children. The present prevalence of diphtheria 
represents the greatest failure of the first quarter-century of the 
Ministry of Health. ° 

The next group—mainly due to poverty, malnutrition, and 
debility—had 2,660 deaths annually. Between 2 and 5 years 
937 died from tuberculosis ; and various respiratory infections, 
“ pneumonias,” accounted for 1,728 deaths. All this group 
probably would have been noticed early enough for treatment 
if nursery schools were universal ; but to wait till ill-health needs 
the call of doctor or nurse, or drives the child to a clinic, is 
often to wait till the result is inevitable. 

A third group consisted of 787 violent deaths. At that time 
motor vehicles sent a toddler to its death daily, and now this 
is more than doubled. Children at these ages will run and play 
wherever they can, and roads and streets are the most available 
spaces. 

High mortality is not the only product. In 1,074 crippled 
children in London schools, 895 cases had originated before 
school age. Of those with tuberculosis half began between 2 
and 5 years. “ Damaged goods” are commonplace in school 
entrants. The primary school child, too, age for age, is several 
inches shorter and pounds lighter than the secondary school 
pupil. 

Créches and day nurseries should not be tolerated in any 
civilized communities except, like rationed food and clothes, 
under the inevitable compulsion of war. So far evacuation has 
given no certain or expected answer to these problems of infec- 
tion, save a general increase in tuberculosis. Benefits to be 
evoked in reduction of the death and damage shown by the 
Registrar-General’s figures would outweigh any effects of 
aggregation, but actually the few existing nursery schools have 
been more free from infections and debility than any comparable 
collections of children. 

If money is to be spent on family allowances, its proper dis- 
tribution would be directly in kind to the children themselves. 
From 2 to 5 years of age a nursery school should be the right 
of every child, a school to every 300 or 350 families. To provide 
plenty of space and freedom, where children can be fed, exer- 
cised, sleep, grow, and educate themselves into the membership 
of a child community, is a biological necessity. Here they can 
educate themselves more suitably than by any other means. 
They are not yet ready for teaching the conventional require- 
ments of social intercommunication and accumulated know- 
ledge, as interpreted by teachers and training colleges, and all 
such should be kept out. With a nurses’ organization and a 
visiting doctor to detect the earliest signs of ills or disease, this 
nursery school is a substitute for the necessary natural education 
of family and fields, which urbanization otherwise precludes and 
few parents nowadays can be expected to provide, beyond the 
exceptionally rich.—I am, etc., 


Edinburgh, July 19 JAMES KERR. 


Sir,—The urgent warning in your excellent annotation will, I 
hope, help to stem the tide of a major disaster. This matter 
has been the subject of our earnest attention and pressure on the 
authorities since the Munich crisis. The scheme has been recog- 
nized as an excellent one, but the underlying reason and necessity 
for it not being appreciated, no action has been taken and no 


facility been given us to acquire the necessary accommodation, 
Indeed we have been challenged by various authorities that 
there is not the accommodation for the rational treatment of the 
mother and child. A survey in one county already crowded with 
evacuees seems to show that it is not so much absence of the 
type of accommodation required as lack of determination and 
courage on the part of the authorities to commandeer that 
accommodation with the same ruthlessness that is demanded by 
the fighting Services in securing what they need. 

The health services in war demand the same autocratic 
generalship as any other force directed to the waging of the 
war.—I am, etc., 


INNES H. PEARSE, M.D, 
The Pioneer Health Centre, Peckham, July 19. 


Hyperventilation Tetany in Tropical Climates 


Sir,—I have read with interest Dr. Alec Wingfield’s case 
report (June 21, p. 929). I find it difficult to accept his conten- 
tion that the attack produced by hyperventilation and those 
which had occurred spontaneously in the Persian Gulf were one 
and the same thing. During a commission spent in those waters 
I had taken the opportunity to make some observations on the 
excretion of urinary chlorides. While these observations remain 
incomplete as a result of the advent of war and hence incon- 
clusive, there was sufficient evidence to suggest that subclinical 
chloride deficiency was a common finding in the majority of 
any ship’s company exposed for months on end to these trying 


conditions of tropicai life. The inevitable and expected cases 


of “ fireman’s cramp ” occurred and responded to the exhibition 
of chlorides. These cases are common, but probably represent 
a relatively small incidence among those suffering from the sub- 
clinical form. 

I assume that in the case reported by Dr. Wingfield the hyper- 
ventilation tetany was induced under temperate conditions after 
the patient’s return to this country. His chlorides may well have 
returned to normal—as is shown by the figures given. This, 
all the more, tends to discount any connexion between the 
aetiology of this attack and the previous spontaneous ones in 
the Persian Gulf. The latter have the basis of strong presump- 
tive evidence for the assumption that they were due purely to 
chloride deficiency, while the former is invariably associated 
with an alkalaemia. The fact that Dr. Wingfield was able to 
induce tetany by hyperventilation does not identify this pheno- 
menon with the one occurring under tropical conditions.— 
I am, etc., 

W. J Forses Guitp, M.D., 


June 27. Surgeon Lieutenant-Commander, R.N. 


Suture of Cut Flexor Tendons 


Sir,—We wish to refute the numerous assertions made in 
your columns that suture of a flexor tendon which has been 
cut within its sheath is invariably unsuccessful. Within the 
last year we have dealt with ten cases of cut flexor tendons of 
the fingers, all of which occurred within the flexor sheath. Five 
of these cases can be classed as successful—that is, they have 
over 75% function. Five cases were immediate suture and five 
were delayed. Of the five treated by immediate repair, three 
were successful and one had 50% function. The remaining case 
developed infection and a stiff finger. Of the five cases treated 
by delayed suture, two were successful, one had 30% function, 
and the remaining two were failures. Our routine treatment has 
been as follows: (1) Avoidance of any cleansing processes (after 
the Béhler technique). A blood-pressure cuff is used for a 
tourniquet. (2) Painting the digit with iodine or flavine and 
spirit up to the wound edges. (3) Complete excision of wound. 
(4) The original wound is enlarged in the longitudinal axis of 
the finger, the proximal incision being made to one side of the 
mid-ventral line, the distal incision being made on the opposite 
side of the finger, so that one then has a Z-shaped incision. 
(5) The tendon is exposed and a stay stitch is inserted to main- 
tain the tendon in apposition (6) If the wound is dirty or the 
tendon ends frayed, the ends of the tendon are freshened. 
(7) The Sterling Burnell suture of fine silk is then used and the 
stay stitch is removed. No attempt is made to repair the sheath, 
and the skin is sewn up with interrupted stitches. (8) No splint 
is used, and the following day slight active movements are 
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started. (9) If the wound is grossly contaminated it is excised 


” and the tendon left for delayed suture. 


A series of tendon sutures which has produced 50% good 
results is, we feel, sufficient to confute the advocacy of those of 
your correspondents who practise immediate amputation, The 
efficacy of the treatment can be determined within seven days, 
and if necessary amputation can then be carried out. The use 
of the fingers is of such vital importance that to amputate 
without first attempting to repair the tendon is, we feel, an 
unjustifiable procedure.—We are, etc., 


L. W. PLewes, M.A., M.D., F.R.C.S. 
K. C. MACKELVIE, M.R.C.S., L.R.C.P. 
L. J. Lopez-Garcta, M.R.C.S., L.R.C.P. 


Luton and Dunstable Hospital, July 14. 


Sulphonamides and Sulphur 


Sir.—With reference to your issue of October 12, 1940 
(p. 488), I notice an article by Mr. E. J. Radley Smith showing 
evidence that the danger of combining sulphonamide treatment 
with sulphur ingestion by any means is probably greatly 
exaggerated. I have also been in agreement with this view since 
| was working at a maternity hospital in Nigeria. There many 
of the cases were patients in extremis from obstructed labour 
and septic interference by native doctors. The dead foetus had 
to be extracted piecemeal, and sulphanilamide was immediately 
instituted. It was only after several weeks that I realized that 
these patients were also being given large doses of mag. sulph. 
as part of their after-treatment to diminish lactation. It was a 
custom of the nursing staff to give the salts automatically after 
a stillbirth or neonatal death without medical prescription. | 
had not noticed any cyanosis or symptoms attributable to such 
a condition, which is, of course, obscured in the African. There 
was a high mortality among these patients, and I have no figures 
to present ; but I remember thinking it wiser not to interfere with 
the teaching of the midwives, who, being African, are muddled 
by alterations in routine. It would be interesting to know if 
controlled experiments on animals have been made which sub- 
stantiate the idea that sulphonamides and sulphur are dangerous 
together. 

The reference in your Journal is very old, but the numbers 
have followed me many miles and then have had to wait for 
a convenient opportunity for me to read them. The subject 
cannot be out of date, at any rate.—I am, etc., 


Kenya, May 6. A. D. HoDGEs. 


Crush Injuries 


Sir.—With reference to Sir Leonard Hill's letter (March 29, 
p. 491), in which he attributes the renal failure in so-called 
“crush ” injuries (accompanied by shock) to anoxia, I beg to 
draw attention to the extracts given below from Halliburton and 
McDowall’s Physiology (1937), which make clear the Vital 
importance of an adequate oxygen supply for healthy kidney 
function. Shock, it may here be recalled, has been defined by 
McDowali (Journal, 1933, 1, 690) as “ the state resulting from a 
fall in arterial blood pressure, which if severe may result in death 
from oxygen want.” 

‘“* The phenomena of the collapse of the circulation in shock may 

thus be summarized (after Muir, Textbook of Pathology, 1936): 

During shock the capillaries of the skin and abdomen are tightly 
constricted, while those of the skeletal muscles are dilated and the 
blood stagnates in them. Blood pressure in consequence falls. 

The blood vessels of the body in general, and particularly the 

peripheral arteries and veins, are constricted in an effort to main- 

tain blood pressure (McDowall, loc. cit.). an 
Abnormal permeability of the walls of the dilated capillaries 

then develops from want of oxygen (Bayliss, Spec. Rep. Ser. Med. 
Res. Com., 1919, London, No. 25), and an increased amount of 
blood plasma passes out of the circulation into the tissues, with 
the result that the blood becomes concentrated and the blood 
volume is diminished. The amount of blood reaching the right 
side of the heart thus becomes seriously reduced, and generalized 
oxygen want or asphyxiation of the body cells results.”’ 


Regarding the increased permeability of the capillaries in 
Shock Bayliss writes : 


“If this increased permeability has not reached too high a value 
or not been present for too long a time, recovery is possible. 


. . . It is evident, then, that the state is capable of return to normal 
if not too serious. The renewed supply of oxygen restores the 
necessary impermeability to colloids.” Regarding collapse of the 
circulation as observed in experimental animals, Bayliss states that 
if they are treated shortly after onset recovery takes place, but “ if 
left for two hours or more. . . recovery is impossible ’” (owing 
to permanent damage of the capillary endothelial cells). 


Regarding renal function Halliburton and McDowall write: 

““ One fluid, the arterial blood, enters the kidney; two fluids, the 
venous blood and the urine, leave it. Both of these fluids are 
different in composition from arterial blood. . . . We know that it 
is not possible to convert any fluid into two others, each of 
different composition from itself, without an expenditure of energy 
which must come from somewhere outside the fluids themselves. In 
the kidney, as in other secreting glands, this energy comes from the 
cells of the organ and the pressure of the arterial blood. The secre- 
tion of urine is therefore the result of work done by the kidney. 
The quantity of work done may be measured within certain limits, 
and the energy transformed by the kidney may be estimated in 
several ways). . . . Estimations have been made of the amount of 
oxygen used by the kidney in secreting urines of known concentra- 
tion. This oxygen may be taken as a measure of the amount of 
energy used by the organ. . . . The practical importance of these 
considerations . . . lies in the fact that the expenditure of energy 
involves combustion, and combustion demands oxygen. For this 
reason an efficient supply of oxygen is essential to... healthy 
kidney (function).” 

With reference to the secretory power of the glandular epi- 
thelium of the kidney tubules, Halliburton and McDowall state : 

“In frogs the glomeruli can be cut out of action by ligaturing 
the renal arteries. The kidney is then supplied by the renal portal 
vein, a vessel which goes to the tubules only. If urea is then injected 
under the skin, secretion of urine occurs, which, though scanty in 
amount, is peculiarly rich in urea. Urea, therefore, in the frog 
is secreted by the epithelium of the tubules. In order to obtain 
this result the kidney must receive sufficient oxygen for the main- 
tenance of the functional activity of its cells. As the arterial supply 
is cut off by ligature of the renal arteries, this must be accomplished 
. . . by keeping the frog in an atmosphere of pure oxygen.” 

—I am, etc., 


Capetown, May 7. J. WALKER Toms. 


Pelvic Abscesses 


Sir,—Mr. Harold Dodd’s article on pelvic abscesses (May 3, 
p. 667) gave an excellent description of the diagnosis of this 
condition. The rectal symptoms and the changes in the tongue 
were Stated with particular lucidity, and should be a valuable 
guide towards diagnosis of pelvic abscess. 

Mr. Dodd does not, however, mention a symptom which is 
commonly present—namely, bladder irritation. My experience 
is limited, but in nearly all cases I have seen, frequency of 
micturition is a symptom which occurs as early in male patients 
as rectal irritation, and. in conjunction with the latter, in cases 
of appendix abscess is one of the most valuable signs by which 
a diagnosis of pelvic abscess can be made. The suspicion of 
“pus somewhere,” together with the temperature chart and the 
signs of rectal and bladder irritation, makes the diagnosis of 
pelvic abscess almost certain even without a digital examination 
of the rectum.—I am. etc., 


W. J. Lairp. 
Medical Officer, Colonial Medical Service. 
Kailahun, Sierra Leone, June 9. 


Post-herpetic Paralysis 


Sir,—With reference to recent correspondence on_ post- 
herpetic paralysis, presumably due to the virus of herpes zoster 
and chicken-pox causing a diffuse infection of the spinal cord, 
I am describing the following case in a man aged 61 who was 
admitted to the Royal Hospital, Wolverhampton, recently with 
wasting of hand and shoulder muscles and gross trophic changes 
in the skin of the hand. Seven months before admission he had 
an outbreak of shingles, passing down the outer side of the left 
arm and forearm and into the palm of the hand. Following this 
he complained of severe pain in the arm, which gradually became 
weaker and wasted, and developed trophic changes in the skin. 

On examination he held the arm in a condition of adduction 
at the shoulder, with the elbow flexed as in hemiplegia, but with 
a wrist-drop. The arm was very painful to touch ; the left hand 
showed marked trophic changes ; the skin was very thin, shiny, 
and of a mauvish tint, and over the terminal phalanges it was 
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adherent to the bone. There was marked wasting of the small 
muscles of the hand and of the deltoid, pectoralis major, and 
scapular muscles ; all these muscles showed a fine fibrillary 
tremor. Associated with the wasting was a marked loss of power 
of all movement, and the tendon ierks were absent. Sensation 
was normal, and in other respects there was no abnormality in 
the central nervous system. Blood pressure: 150/70. Lumbar 
puncture: clear fluid under normal pressure, protein 0.04%, 
otherwise normal. Wassermann: negative. X-ray examination 
showed osteo-arthritis of the cervical spine “ consistent with his 
age.” 

He has been put on a course of vitamin B, injections, and the 
arm has been treated as in poliomyelitis with splinting, massage, 
and active movements. It is hoped that, like the case reported 
by Dr. R. G. Abercrombie (May 24, p. 778), he will get a good 
recovery. After just over one month’s treatment he is now 
recovering rapidly. He can now flex his fingers into the palm, 
and also raise the arm above his head ; there is now no wrist- 
drop. The reflexes are also present, though still rather sluggish. 

This case presents the unusual features of (1) marked trophic 
changes of the skin, (2) wasting of both shoulder and hand 
muscles, and (3) fibrillary twitchings. The accounts of recent 
cases in the Journal, however, with similarity in case history, 
age, and associated osteo-arthritis, leave little room for doubt 
that in this man the herpes was the cause of the trouble. 

Once a new clinical entity is described further cases are usually 
soon found. It will be interesting to hear of them and of 
prognosis with treatment in a series, and perhaps there may be 
some new light shed upon the obscure aetiology of the motor 
neurone diseases?—I am, etc., 


Wolverhampton, July 10. K. W. G. HEATHFIELD, M.B., B.S. 


Three Unusual Rheumatic Cases 


Sik,—On January 20 of this year a poor-class red-haired boy 
of 7 years came under my care in the country suffering from 
rheumatic fever. The illness was severe, both knees, one wrist, 
and the sternoclavicular joint being affected at different times. 
Cardiac symptoms were alarming, but the whole condition was 
so well controlled with aspirin that the boy made an excellent 
recovery up to a point in six weeks. While the knee-joints 
became freely movable and painless, it was obvious that the 
fluid swelling had extended down the front of each tibia over its 
upper third. As symptoms that the fluid might be purulent 
became manifest sulphonamide treatment was instituted with 
good results. Large quantities of pus at different times were dis- 
charged from both legs without upset or pain. The health of 
the boy remained comparatively good, appetite enormous, spirits 
excellent. 

On June 7, circumstances for the first time permitting, he was 
radiographed and seen by a surgeon with regard to the minute 
sinus on the front of each tibia. X-ray examination showed 
nothing that could not be felt with the fingers—a considerable 
amount of periostitis. There was fluctuation around one sinus, 
and the boy had some fever and a slight cough. One week later, on 
admission to the children’s ward for operation, he became un- 
popular by whooping on his first night. Hurried home thirteen 
miles with a temperature of 102°, the boy passed uneventfully 
through his attack of whooping-cough, and is now running about 
in a remote country district with a shilling-sized crust on the 
front of each tibia. This is perhaps a case of streptococcal 
osteomyelitis. 

On June 3 of this year I attended a woman of 50 with 
erythema nodosum (her second attack in three years). In addi- 
tion to this much more severe attack, the spots extending above 
the knees, there was herpes on the neck on one side, attributed 
by the patient to putting round the neck a cold compress for 
a sore throat. . 

On June 30 I attended a young married woman who com- 
plained of stiffness of the ankles and large spots on the front 
of the legs. She had typical erythema nodosum. On July 2 
herpes appeared on both sides of her neck, extending from the 
posterior triangle to the mastoid process. I presume erythema 
nodosum is still recognized as having a rheumatic origin. 

In this stagnant backwater of England 1941’s increased 
frevalence of rheumatic conditions is attributed to the persistent 
east wind.—I am, etc., 


Hexham, Northumberland, July 14. RICHARD BELL, M.B., Ch.B. 


Medical Man-power 


Sik,—Owing to the spurious shortage of medical man-power, 
consequent on bad distribution of existing personnel and un- 
even division of work between civilian and Service requirements, 
as shown by recent correspondence in the medical press, I would 
like to make the following suggestions. 


(1) That all medical men of military age should be called 
up in rotation in age groups for a specified period of military 
training. When this has been completed, those who are really 
needed can be absorbed into the Services and the remainder 
allowed to return to civilian work, where they can continue 
until definitely required. In this connexion the wastage re- 
sulting from the calling up of key men in hospital positions 
and delegating them to relatively inferior positions with little 
work in the Services is apparent. 

(2) The apportionment of medical work as between civilian 
and Service requirements needs to be immediately surveyed, 
At the present time a high percentage of Service patients are 
treated in civilian hospitals, and there is a feeling that this 
could be extended outside hospital practice, so that, for 
example, general practitioners who have received a period of 
military training and have returned to civilian life could under- 
take Service duties in addition to their civilian commitments, 
and in this way release a number of full-time Service personne] 
in this country. 

—I am, etc., 
Edgware, July 12 A. A. CUNNINGHAM. 


Physiotherapy 


Sir,—I have read with much interest Dr. L. D. Bailey’s letter 
(June 28, p. 986) summing up the various points which have 
been brought forward in recent correspondence. I, too, have the 
honour of serving hospitals in the Emergency Medica: Service, 
and among these hospitals there are some designated Orthopaedic 
Centres, but a variety of other cases, medical and surgical, are 
treated in the wards and physiotherapy departments of these 
centres. 

I agree with Dr. Bailey that the adviser in physiotherapeutics 
must have a wider outlook than that conveyed by “ orthopaedic 
physician.” Whether the case is orthopaedic or plain medical 
or surgical, the physiotherapeutic adviser has to treat the patient 
as a whole and must have a comprehensive knowledge of disease, 
as well as of physiology and physiotherapy. 

There is much diversity of opinion among some physicians and 
surgeons as to benefits derived from physiotherapy, and there is 
a crying need for clinical research in collaboration with 
physicists and physiologists, so that physiotherapy may be estab- 
lished on a scientific and clinical basis and confidence encouraged 
in the doubting members of the profession ; otherwise this im- 
portant branch of medicine is bound to remain linked with ideas 
of magic and quackery.—I am, etc., 


London, W. N. I. LANCKENAU, M.D. 


Fire-bomb Injuries 


Sir,—Since writing the letter on protecting eye-shields, which 
you published on July 19, | have seen a patient who had received 
a deep wound in the elbow, severing the ulnar nerve, with conse- 
quent changes in the ring and little fingers and constant and severe 
pain in the other fingers. He was dealing with a fire-bomb, 
using the lid of a dust-bin as a protection. He told me that a 
friend of his tried to put out one of these bombs by putting the 
lid of a dust-bin over it and standing on it. The resulting ex- 
plosion injured his foot.—I am, etc., 


Birmingham, July 20. T. HARRISON BUTLER, F.R.C.S. 


The Department of Health for Scotland has issued E.M.S. 
Memorandum No. 7 on the first-aid treatment of burns. The 
memorandum was prepared by a committee uncer the chairman- 
ship of Sir John Fraser. There are four pages of text and a 
cover, on the inside of which, facing page 4, is a drawing of 
the human figure with indications of suitable treatment for 
different parts of the body. The memorandum (price 2d.) can 
be obtained at H.M. Stationery Office or through any book- 
seller. 
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Obituary 


F. B. CHAVASSE, M.C., D.M. - 


Lecturer in Ophthalmology, University of Liverpool 


We regret to announce the death on July 5, as the result 
of a motor accident, of Francis Bernard Chavasse, the well- 
known Liverpool ophthalmic surgeon, who came of a 
family which has distinguished itself in’ the Church, in 
medicine, and on the field of battle. His grandfather was 
Thomas Chavasse, F.R.C.S., and his father, the Right Rev. 
Francis Chavasse (afterwards Bishop of Liverpool), was 
Principal of Wycliffe Hall, Oxford, at the time of his birth 
on December 2, 1889. His brother, Captain N. G. 
Chavasse, won the Victoria Cross and bar in the last war, 
and the Gold Medal of the British Medical Association was 
awarded to him posthumously. Another brother, the Right 
Rev. C. M. Chavasse, is now Bishop of Rochester. 


Rernard Chavasse went to school at Liverpool College, then 
spent five years at Balliol College, and entered the University 
of Liverpool as a final-year medical student. He took the 
English Conjoint qualifications in 1915, graduated in medicine 
at Oxford in 1919, and obtained the D.M. and M.R.C.P. in 
1920, and the D.O.M.S. soon afterwards. He had a brilliant 
career at Oxford, winning the Theodore Williams scholarship 
in anatomy and in physiology and an honorary Brackenbury 
exhibition at Balliol, and graduating with first-class honours in 
physiology in 1912. At Liverpool he won the Derby exhibition 
in clinical medicine and the University exhibition in clinical 
surgery in 1915. During the last war he served with a tempor- 
ary commission in the R.A.M.C., first as regimental M.O. of 
the Ist City Battalion, King’s Liverpool Regiment, for nearlv 
four years, then as officer-in-command of the 97th Field 
Ambulance, and lastly as medical officer at G.H.Q. He was 
awarded the Military Cross for gallantry in action. His paper 
on a method for the immediate treatment of fracture of the 
femur on the battlefield at the site of the casualty published 
in the British Medical Journal of October 5, 1918, was reprinted 
at the wish of many readers in our issue of January 6, 1940. 

Chavasse’s main interest was in diseases of the eye. He had 
been clinical assistant at the Oxford Eye Hospital, in the 
ophthalmic department of the London Hospital, and at Moor- 
fields. He was appointed lecturer in ophthalmology at the 
University of Liverpool in 1923, and became full surgeon to 
the eye department of the Liverpool Eye and Ear Infirmary 
after working for some years as assistant surgeon and honorary 
pathologist. 


Dr. Charles J. Macalister writes: 


Death is a great awakener of memories in the living. and the 
passing of Bernard Chavasse has aroused many recollections 
concerning him and his collaterals. The very house in which he 
lived and worked and wrote his book has associations with the 
history of ophthalmology as a specialty, for in it dwelt and 
practised Edgar Browne (the son of “ Phiz’’), who, like other 
early specialists, began his career as a general practitioner. 1 
venture to recall one or two impressions concerning Chavasse, 
who was known to me from the period of his school days. As 
a youth, certain characteristics presaged those of later years in 
that he was serious minded and possessed of a thoughtfulness of 
purpose which led to his giving methodical and concentrated 
attention to whatsoever work or play he might have in hand. 
When writing his book or engaged on any professional subject 
which might be interesting him at a given time, it was quite diffi- 
cult to get him away from it until it was completed ; in fact, 
whatsoever he undertook to do he did it with his might. The 
same trait dominated his play, which, after his school days, mainly 
consisted in sailing. Many incidents illustrative of his methodi- 
cal ways of doing things might be quoted ; they were in evidence 
domestically and professionally, but, if particular examples are 
to be cited, we must turn to two sad episodes which fell to his 
lot during the 1914-18 war. The first of these was when he 
made an attempt—alas! unsuccessful—to discover his missing 


younger brother Aidan in July, 1917, which involved a search 
associated with danger over the domains of No Man’s Land. 
The second incident was his investigation of the circumstances 
in which his brother Noel died of wounds on August 4, 1917. 
His father, of beloved memory, sent me a copy of Bernard’s 
letter dated August 8, 1917, which gave a lucid account of the 
whole occurrence. It ended up with the words, “ With all the 
sorrow of it one does feel very proud of him. He was behaving 
very gallantly when, already wounded, he received his fatal 
wound, and he never lost his courage during his last hours. This 
is not the snuffing out of a beloved nonentity but the ceath of a 
man of valour who was also a man of God.” In his memorial 
address at the Church of St. Peter-le-Bailey, Oxford, on July 10, 
the Dean of Liverpool (Dr. F. W. Dwelley) related an incident 
throwing light on the religious aspects of Bernard Chavasse’s 
life, and there is ample evidence that he was, like other members 
of his family, a valiant man who will be remembered for his 
gentleness and generosity by people representing every section 
of the community, including those to whom he ministered in 
the hospital with unbounded skill and kindness. 


DOUGLAS STANLEY, M.D.Ed., F.R.C.P.Lond. 
Emeritus Professor of Pharmacology and Therapeutics in the 
University of Birmingham 
It is with great regret that we have to record the passing of 
D~. Douglas Stanley at the Manor, Feckenham, Worcester- 

shire, on July 5. 

He graduated at Edinburgh in 1889 and took the M.D. 
with first-class honours and the gold medal five years later. 
After holding resident appointments at the Royal Infirmary 
he went to Birmingham as resident pathologist at the 
General Hospital in 1893, and the rest of his life was spent 
in that city. After an association with the General Hos- 
pital of about three years he “crossed the floor of the 
House ” and joined the staff of the Queen’s Hospital. Later 
he was elected to the Children’s Hospital. In 1909 he 
became professor of pharmacology and therapeutics at the 
University of Birmingham. After Dr. Stanley had reached 
the age of retirement from Queen’s Hospital he was offered 
the post of visiting physician to the Hallam Hospital, West 
Bromwich, a post which he held until the time of his death. 
He joined the British Medical Association in 1890, was 
honorary secretary of the Section of Pathology at the 
Sheffield Annual Meeting of 1908, and vice-president of the 
Section of Diseases of Children at the Birmingham Meeting 
of 1911. 

It is but little exaggeration to say that Stanley devoted 
his life to teaching the students of the Birmingham Medical 
School : and just as his own profound medical knowledge 
was based on observations in the post-mortem room, so, too, 
was his teaching. A clinical clerk who failed to follow 
a fatal case from the ward to the post-mortem room would 
only be guilty of this sin of omission once during his six 
months’ clerkship. Stanlev was a great teacher: his own 
knowledge was built on clinical observation and morbid 
anatomy, and he had the rare gift of being able to impart 
his knowledge fo others. He was often sarcastic, and his 
sarcasm could be biting. but “ D. S..” as he was affection- 
ately called, had a great following among the students of 
the school. Stanley’s interests were not confined to the 
bedside or the laboratory : he devoted much time to hospital 
administration, and for many years served on the manage- 
ment committees of both the Queen’s and the Children’s 
Hospitals. 

To say that Stanley was pugnacious would possibly be 
to give a wrong impression of the man, but he was a fighter, 
a keen fighter, but always a clean fighter. He had strong 
opinions and never hesitated to express them; there was 
no sitting on the fence, and whether at a hospital board 
meeting, a discussion before a medical society, or in the 
columns of the Press, he said what he thought, and even 
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those from whom he differed held him in high esteem, for 
he was always honest and never malicious. 

Had Stanley failed to earn his living as a consulting 
physician he could always have fallen back on the craft of 
cabinet-making. This was a hobby in which he delighted 
and in which he excelled. He was a connoisseur of antique 
furniture and china, of which he possessed outstanding 
specimens. He was a keen student of architecture, and 
many a holiday was spent wandering with a bicycle and a 
camera through the highways and byways of France. 


WILLIAM HANNA, M.A., M.D., D.P.H. 


Late Deputy Medical Officer of Health for the City and Port 
of Liverpool 


The announcement of the death on July 13 of Dr. W. 
Hanna will have been heard with regret by many members 
of the public health service who came into official relation 
with him during his long period of office as assistant 
medical officer of health and, later, deputy medical officer 
of health for the City and Port of Liverpool. 

Dr. Hanna was one of the old school of medical officers 
who graduated into the Public Health Service as a bacterio- 
logist and especially as an expert on the bacteriology of 
tropical diseases, which subject he studied while special 
plague medical officer at the Government Laboratory in 
Bombay from 1899 to 1901. After his appointment as 
assistant medical officer of health in Liverpool in 1901, 
Hanna for many years devoted much of his attention to 
the Port Medical Service, which department in its modern 
form was founded by him and in which he retained his 
interest to the end of his long career in Liverpoof. In 
1923, on the retirement of Dr. A. A. Musson, Hanna was 
appointed deputy medical offic.. of health, and fot some 
years was principally concerned with food inspection both 
in the City of Liverpool and at the Port. During most of 
his service he was attached to the University as lecturer 
and instructor in vaccination and lecturer in public health 
administration. He was regarded internationally as an 
authority on small-pox, and in 1913 published a small text- 
book entitled Studies in Small-pox and Vaccination, which 
summarized his long and varied experience in these 
subjects. Along different lines he collaborated in 1923 
with Prof. Hope and Dr. C. O. Stallybrass in the publica- 
tion of a textbook, Industrial Hygiene and Medicine. 

Dr. Hanna’s principal characteristics were his capacity 
for loyal co-operation with his medical colleagues and the 
ready sympathy and help he gave to his juniors in times 
of difficulty. His character was essentially modest and his 
personal ambitions were few. He had no desire for the 
limelight, and his comprehensive knowledge of tropical 
diseases and of epidemiology, while of great value to the 
City and Port of Liverpool, was never fully recognized in 
the world outside. His reward for many years of devoted 
service lay in the esteem of his colleagues and of the 
medical profession in Liverpool and in a family life which 
was singularly happy. 

W. M. F. 


W. PARRY MORGAN, M.D. 


The following appreciation has been received supplementing 
the obituary notice of Dr. W. Parry Morgan published on 
July 12. 


E. C. W. and R. M. F. P. write: During the long period 
of years when Dr. Parry Morgan was bacteriologist to the City 
of Cardiff and the County of Glamorgan, and lecturer in bac- 
teriology in the Welsh National School of Medicine, he came 
to be very highly esteemed not only because of the absolutely 
reliable character of his technical work but also because of his 
His guidance in epidemiological inquiries 


personal qualities. 


was invaluable, and his keen co-operation in investigations of 
this kind could always be relied upon. He maintained the 
friendliest relations both with the members of the public health 
service and with the medical practitioners in the area. He took 
a keen and fatherly interest in the students not only while they 
were studying but after they had obtained their medical and 
public health qualifications. Indeed, if there was any charac. 
teristic of Dr. Parry Morgan’s which should be specially empha- 
sized it was this kindly interest in the young medical men and 
women with whom he had come in contact. We sadly miss 
him as a friend and colleague. 


I. J. D. writes: W. Parry Morgan commenced the study of 
medicine at University College, Cardiff, after a brilliant record 
in science at Cambridge. Medicine did not offer him the same 
opportunity for high honours, but he took the successive 
examinations’ easily in his stride. Scientific medicine, perhaps, 
made a stronger appeal to him than a teaching career in pure 
science, and after a sound general clinical experience he 
naturally chose the laboratory as the venue of his future work. 
It was so characteristic of him to spend a few years in resident 
hospital appointments first, for thoroughness was his dominant 
quality. In his public health work he came into contact with 
a large number of practitioners, for he encouraged them to visit 
the laboratory so as to make their acquaintance and to learn 
the full history of their cases. We were always told and quietly 
reproved when a specimen for investigation was unsatisfactory, 
A comment such as “a poor specimen ” coming from him acted 
as an unfailing stimulus to greater care afterwards in the collec- 
tion of material. He was so methodical and accurate in every- 
thing, and it was a real pleasure to see his technique. When our 
medical school was completed and final studies commenced in 
Cardiff, Parry Morgan threw himself heart and soul into the 
teaching of bacteriology. He abhorred slackness and inculcated 
a high standard of practical work to successive generations of 
students. They were doubtless better practitioners later-for his 
painstaking insistence on a sound method of work. He was 
reserved, but enjoyed the company of his colleagues, for he 
regularly attended the Medical Society, but I believe enjoyed 
most of all the association in the common room before the actual 
meeting commenced. He had a long illness, which was borne 
with characteristic calm. It seemed as if his gentle nature was 
even impervious to the inroads of a tumor cerebri frontalis, 
such was its slow and almost unobtrusive course. Our sympathy 
goes out to his devoted life’s companion and to their only child, 
a daughter who is a graduate in science and now a flight officer 
in the W.A.A.F. 


ROGER N. GOODMAN, M.A., M.D., D.P.H. 


We regret to announce the death on July 9 at Oxford of 
Dr. Roger Neville Goodman, formerly a leading practi- 
tioner of Kingston-on-Thames, who had lived at Great 
Kimble, Bucks, since his retirement. 


Son of Neville-Goodman and Maria Cunliffe, he was born in 
1863 and came from a long line of Nonconformist millers and 
farmers of Cambridge, Ely, and Huntingdonshire. As a youth 
he had sailed round the world and made a trip up the Amazon 
with his father, to collect scientific specimens. He was educated 
at St. John’s, Cambridge, and the London Hospital. At Cam- 
bridge he was placed first in the First Class of the Natural 
Sciences Tripos, but had to abandon an academic career and take 
up general practice owing to the sudden death of his father. He 
went to Kingston in 1890, and retired from practice in 1932. In 
1929 he was admitted to the Freedom of Kingston-on-Thames on 
account of his public services, chiefly to education. From 1893 
till his death he was associated with local education. Among 
other matters, for many years he was chairman of the Board of 
Governors of Kingston Grammar School and the Tiffin School, 
a member of the Kingston Education Committee and the Surrey 
County Council Education Committee. He was largely respon- 
sible for obtaining school and other playing fields and for pre- 
serving the fourteenth century Lovekyn Chantry Chapel. During 
the last war he acted as honorary anaesthetist to the Epsom War 
Hospital. He joined the British Medical Association in 1891 
and in 1924 held office as president of the Surrey Branch of the 
B.M.A. His first wife died in 1931; his second wife survives 
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him. His only child, Dr. Neville Marriott Goodman, is a Deputy 
Senior Medical Officer of the Ministry of Health. 

One of Dr. Roger Goodman’s chief characteristics (writes a 
correspondent) was his passionate interest in every aspect of 
life, and especially in every aspect of biology. He was offered 
the post at the Marine Biological Research Station at Naples, 
afterwards held by Sir Arthur Shipley of Christ’s, but had to 
decline for family reasons. Up to the day of his death he 
would discuss with interest and wisdom every subject that sug- 
gested itself. Secondly, he had a deep sense of public duty, 
largely derived from his Puritan ancestry—his family was con- 
nected with that of Oliver Cromwell—which led him through 
forty years of busy and successful practice to devote his spare 
time to educational and other public and charitable work. Last 
winter, at the age of 78, he would, as head warden of Kimble, 
where he lived, insist on going out at night in all weathers. 
Thirdly, his humility was such that he refused a variety of 
honours and rewards offered him, and only accepted the Freedom 
of the town in which he worked. Lastly, he had a strong con- 
viction that, in spite of exceptional ability and clarity of judg- 
ment, general practice offered the highest opportunities and 
rewards in serving the community, and he never for a moment 
regretted making it his life-work. He left his body to the Cam- 


bridge School of Anatomy. 


Further to the obituary notice of Dr. WALTER LLEWELLYN 
Davies in the issue of the Journal of July 5, Dr. Ivor J. Davies 
(Cardiff) writes: Dr. Walter Davies of Llanidloes was one of the 
most popular practitioners in Wales, and especially in the 
counties of Merioneth and Cardigan. He came of an old 
Cardiganshire family, and was a brother of the late Principal 
J. H. Davies of University College, Aberystwyth, and another 
brother was director of the Field Columbian Museum, Chicago. 
A sister married the late Mr. Tom Ellis, M.P., the first Welsh 
Member to be included in the Cabinet. Walter Davies was an 
ideal practitioner, for he was strong both in mind and body, 
and had a genial heartiness which appealed so greatly to his 
patients. It was a real pleasure to meet him always, for he 
remained youthful in spirit and keen in intellect to the end. He 
was cultured and had an excellent knowledge of Welsh literature, 
and especially of its folklore; a raconteur of the best kind, 
for his anecdotes were those of real incidents and quaint rural 
practices in a long, busy professional life. In his hospital days 
he was a good rugby player, and had been a playing member, 
secretary, and president of the London Welsh Club. He rarely 
missed an international match at Cardiff or Swansea, and a 
chance meeting on these occasions was unforgettable for his 
cheerful friendiy greeting and droll wit. He found time to 
serve his borough well, and was mayor on three occasions and 
high sheriff of his native county in 1929. But his professional 
duties came first, and, gifted with a rare aptitude for practical 
municipal work, he was always able to preserve a due propor- 
tion between them. Llanidloes is midway between Liverpool 
and Cardiff, its nearest but distant hospital centres. For this 
reason Walter Davies had long felt the urgent need for a local 
hospital. The Memorial Hospital was established shortly after 
the last war, and will also be an eloquent tribute to the memory 
of one of the most skilful and best-loved practitioners of medi- 
cine in the Principality. 


The Scottish courts have allowed the death of Dr. WILLIAM 
HAMILTON of Loanhead, Midlothian, to be presumed. Almost 
a year ago Dr. Hamilton, who was a keen climber and some- 
times overtaxed his energies in that pursuit, was holiday-making 
in Inverness-shire, and went out for a walk in the Cairngorm 
district, from which he did not return. No trace of him was 
found after a thorough search lasting for several days, but it 
was stated that part of the ground was boggy, and there were 
tarns and also long undergrowth in which a body might remain 
undiscovered. Dr. Hamilton graduated in medicine at the 
University of Glasgow in 1910, and for many years he had 


‘practised at Loanhead, on the outskirts of Edinburgh, where he 


was district medical officer, medical officer of the isolation hos- 
pital, and held other public offices. Before then he had held 
hospital appointments in Glasgow and Stirling, and a residence 
at Glasgow Maternity Hospital gave him his special interest in 
obstetrics. He was a Fellow of the Obstetrical Society of Edin- 
burgh, and he had taken considerable part in the discussions 


the Colonial Medical Services. 


relating to the setting up of a midwifery scheme for Scotland. 
In the last war he served as temporary captain, R.A.M.C., and 
was awarded the Military Cross. He had been a member of the 
British Medical Association for twenty-three years, and had 
served for some years on the Scottish Committee of the Associa- 
tion. He was an active representative at panel conferences, both 
in Edinburgh and London, putting forward an individual point 
of view which did noi always command the agreement of his 
colleagues, but no man stood higher in their respect. 


News has been received from the International Office of Public 
Health of the death on December 14, 1940, of Medical Inspector- 
General A. LASNET, delegate for Algeria on the Permanent Com- 
mittee of the Office. General Lasnet had had wide experience 
in every French African colony and in Indo-China, and was in 
charge of the health services of the French Army of Occupation 
on the Rhine until 1924, when he became Inspector-General of 
In 1924 he joined the Commit- 
tee of the Office as delegate for Indo-China and later repre- 
sented Algeria. In 1936 he undertook a mission to Spain to 
investigate the epidemic and sanitary situation on behalf of 
the Health Committee of the League of Nations, and in 1937 
and 1938 he was in charge of one of the three health units sent 
out to China by the League. His works include many studies 
on epidemiology, hygiene, and social medicine, and he took 
especial interest in yellow fever and in the Mecca Pilgrimage. 
His many friends will deeply regret his loss. 


Dr. WILFRID MACDONALD SING, who died at his home in 
Cadogan Gardens, S.W., on June 24, was the last surviving 
partner of the old-established firm of Drs. Hammerton, Haslip, 
and Sing in the neighbourhood of the Strand. Born in Liver- 
pool on November 3, 1869, the son of J. Sing, J.P., he went to 
Loretto, then to Christ’s College, Cambridge, and afterwards to 
the London Hospital. He qualified in 1896 M.R.C.S., L.R.C.P. 
and soon afterwards took his medical degrees at Cambridge. 
He then held a succession of house appointments at the London 
Hospital, and after serving as house-physician at the Brompton 
Chest Hospital took the M.D. in 1901. Dr. Sing was the civilian 
medical officer to the 15th Battalion London Regiment, was 


- attached to the Bow Street Police Station, and had a fashionable 


practice, which included many well-known West End hotels and 
clubs. He was a great sportsman, never missed an inter- 
university rugby or cricket match, and was a keen golfer and 
fisherman. Sir Hugh Rigby writes: The brief, almost laconic, 
announcement in the Times last week of the death of Wilfrid 
MacDonald Sing will have caused a deep sense of personal loss 
to those (and there were many) who were fortunate enough to 
be reckoned among his intimate friends. A man who earns 
the epithet of “Pa” or “ Pop” gives an indication of the affec- 
tion and respect he inspired during his lifetime. 1 was one of 
those friends and feel it a great privilege to be invited to say a 
few words. Wilfrid Sing came from Christ’s College, Cam- 
bridge, to complete his medical training at the London Hospital , 
he held resident appointments there and at Brompton Hospital, 
and then joined a well-known partnership in the West End of 
London. His latter years must have been a sore trial in many 
ways. In his youth he was a magnificent specimen of manhood ,; 
he revelled in all kinds of sport—football, cricket, golf, fishing— 
but a slow crippling arthritis made him unable to enjoy a well- 
earned rest from his labours. It was amazing how he managed 
to carry on as he did. He ignored the “ blitzes” and infinite 
discomforts, and never complained. The only grumble I ever 
heard was that he felt the lack of sleep. He truly died in harness, 
and his surviving friends and patients are left to lament his 
passing. 


“H. S.” writes: The death on active service of Surgeon Lieut. 
HuGH Marks ot Randalstown, Co. Antrim (recorded by you~ 
on June 21), removes from the medical profession a young man 
of outstanding ability and great promise, and from our midst 
one who was beloved by all who knew him. Dr. Marks gradu- 
ated in October, 1939, at the Royal College of Surgeons in 
Dublin and shortly afterwards was appointed house-surgeon to 
the Kidderminster and District General Hospital. He was in 
the R.N.V.R. and was called up for duty last February. After 
being posted to a ship in the East he sailed from England in a 
convoy which was attacked by an armed raider, and the boat in 
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which he was a passenger was sunk. Dr. Marks was on a raft 
for two days and at the end of that time died from exposure. 
Thus ends the short story of one whom all his friends had hoped 
would ere long occupy a prominent position in the profession 
which he had chosen and to which he was so admirably suited. 


The tragic and untimely death of HaRRY DRrYERRE (writes a 
colleague) has been a heavy blow to his numerous friends and 
colleagues in the Royal Air Force. He achieved that uncommon 
combination of academic knowledge and practical clinical acu- 
men which undoubtedly would have in later years ensured a 
brilliant career in medicine. Not only did his unbounded energy 
and vitality enable him to keep abreast of the ever-increasing 
flood of medical literature, but he also had the critical faculty to 
sift the grain from the chaff. Apart from his professional 
ability, his delightful personality made him a true friend both to 
his fellow workers in the medical branch of the R.A.F. and to 
his numerous patients in other branches of the Service. 


Dr. ARTHUR ROBINSON, who died on July 3 at his home at 


Ilkley, aged 72, had practised for many years in Halifax, and ; 


was honorary secretary of the Halifax Division of the British - Supplement to the London Gazette dated January 1, 1940, 


, announced that the King had awarded Surgeon Lieut. Sheridan 


Medical Association in 1922-4. A student of the Leeds Medical 
School, he took the licence of the Apothecaries’ Society of 
London in 1899, and served in the Boer War as a civilian surgeon 


The Services 


EFFICIENCY DECORATION. TERRITORIAL ARMY 


The King has conferred the Efficiency Decoration of the Terri- 
torial Army on Lieut.-Colonel G. G. Talbot, Majors (Temporary 
Lieut.-Colonels T. C. McKenzie and G. M. Lewis, and Major A, 
Angus, R.A.M.C. 


CASUALTIES IN THE MEDICAL SERVICES 
RoyaL Navy 
In an Admiralty casualty list, published on July 18, the name 
of Surgeon Lieut. VINCENT JoSEPH REDMOND SHERIDAN, D.S.C., 
R.N., is included as ‘*“ Missing, Presumed Killed,” in H.MS, 
Kelly off Crete. He was born in May, 1914, the second son of 
Dr. and Mrs. John Sheridan of Barnsley, was educated at 
Stonyhurst College and at the University of Edinburgh, where he 
graduated M.B., Ch.B. in 1936. He entered the Royal Navy as 


_ Surgeon lieutenant in the following year and, after a course at 


i 


on 


attached to the South African Field Force ; after being invalided -- 


home he began general practice in Halifax. 
a keen supporter of the Yorkshire County Cricket Club, and 
a few years ago accompanied the Yorkshire team when it toured 
Jamaica. 


B.” writes: The death of Major JaMEs Rouse, R.A.M.C., 
while on active service in Crete will be deeply mourned by a 
very wide circle of friends. As an anaesthetist at Worthing he 


Dr. Robinson was ~ 


was on the staff of the Hove General, the Royal Sussex County °: 


Hospital, and the Worthing Hospital. He was an extremely 
competent and calm anaesthetist who always kept his technique 
abreast of modern developments. He was an untiring worker 
and would come many miles in order not to miss his hospital 
list. 


of the season. He was a bridge player of quite exceptional 
merit, while one of my last recollections of him is watching him 
make a delightful break of 45 at snooker. 


We regret to announce that Dr. James Hussey of Farnham 
died on July 4 after an operation. 
the Guildford Division of the British Medical Association in 
1937-8 and still more recently president of the Surrey Branch. 
James Hussey was an outstanding student of his time at St. 
Bartholomew's Hospital, which he entered in 1891 with a 
preliminary science exhibition ; this was followed by a junior 
scholarship and a senior scholarship, and three years later he 
won the Brackenbury scholarship in medicine and the Lawrence 
scholarship ; he was also president of the Abernethian Society. 
In 1896 he qualified M.R.C.S., L.R.C.P. and took the M.B. 
degree of London University, and proceeded M.D. in 1898, after 
serving as house-physician at St. Bartholomew’s and bacterio- 
logical assistant in the laboratories of the English Royal Colleges. 
Dr. Hussey had practised for many years at Farnham, and at 
the time of his death was the senior member of a partnership 
of four and consulting medical officer to the local hospital. He 
will be greatly missed by his colleagues of the Surrey Branch and 


Chatham, served on the China Station, first in the Mantis and 
then in the Sandpiper, returning to England in March, 1940. A 


the D.S.C. “ for services in the Sino-Japanese conflict.” 


Wounded or Injured 
Probationary Temporary Surgeon Lieut. Paul Tudor Merlin, 
R.N.V.R. 
Probationary Temporary Surgeon Lieut. Noel 
O’Riordan, R.N,V.R. 


RoyaL ARMY MEDICAL Corps 
Captain RoBERr THOMSON EASTON died in May of wounds 
received on active service in the Middle East. He was educated 
at the University of Aberdeen, where he graduated M.B., Ch.B. 


Michael 


, in 1927. He had held the posts of house-surgeon and house- 


physician at Oldham Royal Infirmary and assistant resident 
medical officer at St. Mary’s Hospital for Women and Children, 
Plaistow. Before the war he was in practice at East Ham. He 
leaves a widow. He had been a member of the British Medical 


. Association since 1928. 


Apart from his professional duties, he was a keen student © 
of horse-racing, and he often made time to attend the big races ~ 


by the many patients in Farnham and its neighbourhood whom . 


he attended with so much skill and human sympathy. 


The following well-known foreign medical men have died: Dr. 
BERNHARD WIKI, formerly professor of therapeutics at Geneva, aged 
73; Dr. ALEXANDER WESTPHAL, formerly professor of psychiatry 
and director of the psychiatric clinic at Bonn, aged 78; Dr. Hector 
CRrIsTIANI, formerly professor of hygiene and bacteriology at Geneva, 
aged 78; Dr. HANs ScHAER, senior surgeon to the University surgical 
clinic at Zurich, aged 40; and Dr. Ernst FANKHAUSER, a Berne 
psychiatrist, aged 72. 


An appreciation of the late Dr. Sidney Davies (of whom an 
obituary notice was published in our issue of June 14) has appeared 
in the Kentish Independent of July 4. The writer of this, Mr. C. H. 
Grinling, Redroofs, Peaslake, near Guildford, Surrey, has some 
reprints and would send copies to any readers interested in Dr. 
Davies’s life and work 


He had been chairman of .. 


Missing. Believed Prisoner of War 
Lieut. Richard Maurice Solomon. 


Prisoners of, War 
Acting Colonel Harold Cane Godding, M.C. 
Temporary Lieut.-Colonel Ailwyn Herbert Clarke, M.C. 
Temporary Major John Leslie Martin. 
Lieutenant Oliver Ive. 


Universities and Colleges 


UNIVERSITY OF LONDON 

COMBINED HOsPITALS UNIVERSITY ENTRANCE SCHOLARSHIPS 
As a result of the examination held for the University Entrance 
Scholarships, offered by St. Bartholomew's Hospital Medical 
College, Guy’s Hospital Medical School, and St. Thomas’s Hos- 
pital Medical School, the following awards have been made: 

St. Bartholomew’s Hospital Medical College—P. R. Westall, 
Queen’s College, Cambridge, scholarship; P. P. H. Schmidt, St. 
Catherine’s Society, Oxford, exhibition. 

Guy’s Hospital Medical School.—R. E. Irvine, King’s College, 
Cambridge, scholarship; J. M. Thomas, Gonville and Caius College, 
Cambridge, and D. P. Wheatley, Emmanuel College, Cambridge, 
(equal), exhibition. 

St. Thomas’s Hospital Medical School—G. T. Aked-Davies, St. 
John’s College, Oxford, scholarship ; N. K. Connolly, King’s College, 
Cambridge, exhibition. 


UNIVERSITY OF SHEFFIELD 
At a meeting on July 11 the University Council received the 
resignation of Mr. T. B. Mouat of the post of Honorary Lec- 


turer in Surgery, and accorded its thanks to Mr. Mouat for his 
services to the university. 


UNIVERSITY OF DUBLIN 
SCHOOL OF PHysic, TRINITY COLLEGE 


The following candidates have been approved at the examina- 
tions indicated : 
M.D.—A. Dolphin, E. G. Fox, Sheila Kenny, M. Toohey, J. D. 


Whiteside. 
Fina MepIcaL EXxAMINATION.—Medicine, M.B.: +G. S. Prince, 


+Maude F. P. Bigger, tG. B. Gibson, tGladys M. Byers. +Elizabeth 
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D. L. Simpson, +T._A. H. Black, ¢S. T. McCollum, {Helen 
Watson, tEmmeline P. Crowe, C. R. Griffin, D. J. Naughton, J. 
Walsh, N. J. Anderson, H. Lesselbaum, A. J. B. McFarland, J. 
Hearne, P. C. Smyly, C. W. Lloyd, M. J. M. Solomons. T. J. N 
Bates, N. H. Stewart, J. E. Adamson, G. F. Shaw, A. G. Lee 
A. C. MacA. Hobson. Surgery, B.Ch.: *S. T. McCollum, *C. R 
Griffin, {Helen S. Watson, +G. S. Prince, B. Gibson, tElizabeth 
D. L. Simpson, {Dorothy H. Webster, J. N. Greene, B. W. Wyllie, 
E. D. Kerr, J. B. Dunlop, Maude F. P. Bigger, J. R. Hassard, T. L. 
Kelly, D. J. Naughton, M. Steinberg, Ethna M. MacCarthy, 
Catherine E. Craig, M. J. M. Solomons, M. E. Weiner, H. Lessel- 
baum, Kathleen M. J. Morphy, P. C. Smyly, W. G. D. Caldwell, 
H. H. Robinson, T. H. Downes, A. McC. Russell, Margaret F. Y. 
Dixon, D. R. McCaully, C. E. Williams, A. C. MacA. Hobson, S. D. 
Killen. Midwifery, B.A.O.: tA. J.B. McFarland, fFlorella 
Starritt, C. F. Ford, M. B. Flanagan, E. S. Odbert, J. A. Pearce, 
Muriel Eakins, D. H. Draper, F. N. C. Levy, J. C. Watson, M. G. 
Jackson-Smyth, J. L. Handelman. ; 

DipLoMA IN GYNAECOLOGY AND Ismail, E. 
Morris, M. A.-L. Musa. 

DipLoMa IN Pustic HEALtH.—Part IJ: *W. Hayes, tF. W. Crook. 

* With first-class honours. + With second-class honours. 


QUEEN’S UNIVERSITY, BELFAST 


The following candidates have been approved at the examina- 
tions indicated : 

M.D.—W. W. Davey, J. Elliott, R. B. Magill, *Margaret M. F. 
Robinson. 

M.Cu.—*J. H. Armstrong. 

M.B., B.Cu., B.A.O.—?+R. J. Kernohan, {Lillian G. Bullick, 
*W. A. B. Campbell, {G. W. Csonka, {Q. H. Gibson, {M. S. 
Gilligan, tC. G. Irwin, tA. S. Majury, tJ. Schrager, {R. G. Vine, 
+J, Watson, R. W. Bailie, S. J. Barr, J. W. Beattie, J. H. Bennett, 
J. K. Black, J. W. McC. Blair, J. L. Blair, R. G. Boyd, Annie E. 
Burns, R. C. Chapman, H. Collins, B. J. Conlon, P. E. Cosgrove, 
D. E. Coyle, S. E. Cupples, R. R. Dickson, H. W. McC. Dunn, 
Sarah M. C. Fraser, C. W. Gillespie, Anna E. Gilmour, D. K. 
Gilmour, W. E. Graham, C. W. Gurd, R. S. Hanoman-Singh, F. J. 
Harrison, A. W. Hetherington, W. M. Holley, Doris D. Hurley, 
W. Johnston, W. N. Jones, J. J. Kennan, J. A. Kelly, W. A. Knox, 
W. H. Laird, R. D. Linden, R. C. R. Loane, Eileen M. Logan, Joan 
B. T. Logan, Margaret N. Lowry, R. S. McClelland, J. McConnell, 
A. H. McCrea, Rhona L. McCully, W. D. H. McFarland, Susan 
D. D McMurray, P. P. Mallie, Anna C. Martin, W. D. Martin, I. L. 
Maxwell, W. Meharg, J. H. Millen, Eveline Moffett, I. D. M. 
Nelson, G. M. Pringle, R. Rabbitt, M. N. Rankin, E. Rea, G. W. 
Roberts, W. L. Robinson, J. S. Rodgers, F. Shepherd, J. J. Smith, 
V.N. Taylor, W. D. Warmington, D. W. Wauchob, T. G. E. White, 
Eleanor I. Wilson. 

* With commendation. + With first-class honours. 
With second-class honours. 
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Medical Notes in Parliament 


Winter Milk Supply : Lord Dawson’s Warning 
In the House of Lords on July 15, Viscount DAWSON OF PENN 
called attention to the prospective shortage of milk and eggs, and 
the dangers to the health of the people liable to result therefrom. 
He said that while, during the summer months, the amount and 


‘variety of food available were adequate, the prospect for the 


coming winter was less secure and in certain respects might easily 
cause concern. It was disquieting that the production of milk, 
which was the priority food, should be progressively declining. 
Dealing with the difficulties which the dairy farmer had to face, 
Lord Dawson said that the unskilled worker was less careful in 
his cleanliness, less careful of his hands and churns, and the cows’ 
udders were less well cared for ; as a result, udder disease was 
more prone to break out. The remedy was so far as possible to 
call back the skilled agricultural workers and to set up an 
intensive course of three months for intelligent girls who, under 
modern education, would soon learn how to care for the cow 
and milk production. 

The absence of skilled handling had also resulted in serious 
wastage of milk owing to the milk having gone sour. The col- 
lecting stations should quickly get down to efficient pasteuriza- 
tion and the local health authorities should be more close in their 
inspection of the collecting stations. The dairy herds must have 
all the food they required if the output was to be maintained this 
winter. Monotony in food should be avoided, and milk and 
eggs would enable that to be done, especially in the winter 
months. We must have more eggs, which were valuable not only 
for food but for their culinary quality. 

The DUKE OF NorFOLK said that the Ministry of Agriculture, 
without a great deal of help from the medical profession, had 
encouraged for some years past the dairying: branch of agricul- 


ture. Dairy herds were increasing to-day, and the Ministry was 
doing all it could to induce farmers to employ women in the 
cowhouse and cowshed. At present there was enough milk in 
the country to meet the demand, but in the winter there might be 
some slight shortage. He hoped that, over and above the 
amount of milk necessary for the health of the nation, there 
would be no undue increase in demand. Everything was being 
done to maintain the production of milk. 

Lord WooLTON said that fewer people were suffering from 
malnutrition now, at the end of the second year of war, than in 
the days of peace. That was apparently due to Government 
policy in securing not only adequacy of supplies of food but of 
distribution according to people’s needs. Many people were 
now more adequately fed than before the war began. We could 
look to the future with much confidence. As a result of the 
generous provision which the United States was making and with 
the help of New Zealand, he hoped to be able to remedy the 
defect of lack of variety to an increased degree. He had no 
doubt that we should secure all the milk we required, in one form 
or another, not only for the national milk scheme but for chil- 
dren, adolescents, and invalids during the coming winter. 

Lord Dawson said it might be worth considering whether, by 
propaganda or otherwise, something could be done to stop the 
slaughter at any rate of heifers. He agreed with Lord Woolton 
that the nation was well in health, but pointed out that it was 
the business of statesmen to watch for indications of changes in 
the tide. He did not want disease to come suddenly on us in a 
winter when, in all human probability, the nation would be 
rather more tired, more weary, suffering a little more from 
monotony, and more easily discontented, than in the first winter 
of the war. An independent inquiry should be set up to see 
whether or not there was a threat of diminishing milk production, 
and to decide how we should meet any such reduction. 


Health Insurance Bill 
Higher Income Limit and Benefit Rates 

In the House of Commons on July 15, Mr. JOHNSTON moved 
the second reading of the National Health Insurance Con- 
tributory Pensions and Workmen’s Compensation Bill. He said 
that the Bill was an interim measure to deal with immediate 
necessities, and it would not prejudice any conclusion which 
Parliament might reach after the war in regard to the future of 
social insurance. The Bill proposed an increase of 3s. in the 
weekly rates of sickness and disablement benefits. This was 
the first increase in these benefits for over twenty years, and 


’ the first time that women had been given the same increase as 


men. The limit of insurability for non-manual workers was 
raised from £250 to £420. Non-manual workers earning between 
£350 and £420 were also brought within the scope of the Work- 
men’s Compensation Act. These changes would operate from 
next January 1. 

In the debate which followed Dr. SUMMERSKILL said that the 
Bill was a miserable hotch-potch and did not give women equal 
treatment with men. The out-patient departments of hospitals, 
she said, were full of women who had had no proper provision 
made for their health. Dr. MORGAN complained that a vested 


interest had been allowed to creep into national health insur- 


ance. The investigation of alleged over-prescribing by panel 
doctors was also bad, and sometimes medical men were tried 
by their own rivals. Men who were the backbone of the medical 
services, and were trying to do their best for their patients 
while working under great handicaps, should be given more 
consideration. 

Mr. ERNEST BROWN explained that no addition had been 
made to the maternity benefit because the Government, in 
deciding what they could do with the money available, came 
to the conclusion that they ought to put it to disablement 
benefit. They were confirmed in that by the nature of the 
disability and by the fact that there had been a tremendous 
development of the maternity and child welfare service quite 
apart from health insurance. The last increase in maternity 
benefit took place in 1920, but expenditure on maternity and 
child welfare had increased from £1,000,000 to £3,500,000 a 
year. About 70% of Children under 1 year were taken to 
welfare clinics, and 50% of women attended ante-natal clinics. 
Speaking of the Bill generally, Mr. Brown said that there was 
much more than a cash side to it. There was a medical side. 


$$ 
L 
Hk 
a 
i 
rary 
A, 
ime 
1S. 
of 
at 
as 
at 
nd 
A 
40, 
in, 
3 
e] 
5 
d 
3. 
it | 
A, 
e q 
1 
| 
H 
| 
| 
j 


146 26, 1941 


MEDICAL NOTES IN PARLIAMENT 


MEDICAL JourNat 


One of the things that the committee which Mr. Greenwood 
had set up to review the whole question would have to apply 
its mind to would be how doctors, the public, and the State 
could get the best, from the point of view of preventive medi- 
cine, out of the various provisions already existing or from those 
which might be made in the future. 

The Bill was read a second time and the financial resolution 
on which it is founded agreed to in committee. 


Pension Appeal Tribunals 


In the House of Commons on July 18, Sir IAN FRASER raised 
the question of the establishment now of appeal tribunals. He 
knew of cases of men who had come out of the Services disabled 
or sick, or who had died, but they or their widows had been 
granted no pension. He believed the Minister of Pensions and 
his medical staff judged these cases as fairly as they could, and 
that the Minister himself did his best to sort out the evidence, 
but it was hardly credible that the Department could be wholly 
without bias. It was essential that working-class people should 
have what appeared to them to be an absolutely fair chance of 
stating their case, and they could not have this so long as they 
had to go to the Ministry. Some kind of independent appeal 
tribunals were needed, like those which were set up in 1919 and 
which had functioned until the beginning of the present war. 
They were nothing to do with the Ministry of Pensions, but were 
impartial tribunals under the Lord Chancellor, and consisted of 
an ex-Service man, a lawyer of more than seven years’ standing, 
and a doctor. From 1919 to the beginning of the war 53,000 
pension cases were allowed and 113,000 turned down, so that 
practically 1 in 3 of the appeals was successful. There would 
be a few hundred or few thousand appeals to be heard at the 
present time, and on the evidence one-third would be deserving 
of a pension. He could not believe there were not sufficient 
lawyers to do the work, and while he knew doctors were very 
difficult to get, the Minister must find them for this work. Six, 
or at most a dozen, tribunals would meet the demand. It would 
be much more difficult to start dealing, say, in a year’s time with 
ten times the present number of cases. People would feel they 
were having a fairer deal if their cases were heard now. 

Mr. R. J. TayLor, Sir SMEDLEY CROOKE, Mr. A. BEVAN, and 
Mr. MANDER supported the motion ; also Sir ROGER KEYES, who 
said that naval pensioners who were called up in wartime had 
suddenly to lead hard and strenuous lives. A great many died 
as a result, but when the cases came up before the medical tri- 
bunals it was said they died a natural death, not attributable to 
service. Arrangements were needed for an appeal in such cases. 
Mr. BEVAN thought that the Minister of Pensions did not call on 
the advice of independent medical men as a natural course. He 
only did so if the applicant or his relatives made efforts to this 
end. The Ministry's own medical advisers, who did nothing 
else but this sort of work, were apt to be guided by case decisions 
and to pile up generalizations. 

Sir WALTER WoMERSLEY, Minister of Pensions, in reply, stated 
that he had already sucgeeded in getting cases like those men- 
tioned by Sir Roger Keyes dealt with on a special basis. To Sir 
lan Fraser he pointed out that the Government in June, 1940, had 
agreed that some right of appeal to an independent body would 
be essential after the war. He himself was wholly in favour of 
appeal tribunals. For the last war they were not set up until 
1919 for the same reason as applied to-day—namely, that medi- 
cal men with sufficient experience were not available. His 
inquiries had shown that at least twenty-six doctors and 200 
lay staff would be required for the tribunals, with a further 
twenty-five doctors and 200 lay staff to prepare cases, and the 
appellants would also employ doctors. The shortage of doctors 
was being considered at the present time, and if it was possible 
to find all necessary personnel they could go ahead with setting 
up tribunals. The Minister had an independent medical referee 
nominated by the two Royal Colleges. Over 90% of the cases 
which would go to an appeal tribunal would do so on medical 
grounds, and they were sending many of these to an independent 
medical referee. Some people, however, did not feel satisfied 
unless they were examined. He would suggest to the bodies 
appointing referees that in such cases the claimant should be 
seen by the doctors themselves, but he could not order that 
this should be done. 


Alien Doctors : Registration Procedure 


On July 8 Mr. Groves asked the Minister of Health why the 
Central Medical War Committee refused to grant interviews to 
foreign and oversea doctors affected by the Medical Registration 
Order, 1941 ; whether he was aware that in the case of aliens 
three forms and in the case of non-aliens two forms were fe. 
quired to be submitted ; and whether he would recommend cur- 
tailment of this procedure. Mr. BROWN replied that the com- 
mittee’s staff could not interview these doctors, who numbered 
over 1,300, without seriously impeding their work of facilitating 
the employment and registration of the doctors. 
useful purpose would be served by interviews, because the com- 
mittee had full written particulars of the doctors, which enabled 
them to submit names to the employing authorities, by whom 
the selections for interview were made. The answer to the 
second part of the question was “ Yes,” and to the third part 
No.” 


Senile and Chronic Sick 


On July 8 Sir ERNEST GRAHAM-LITTLE asked the Minister of 
Health whether he would distinguish between the categories of 
senile and chronic, or bedridden, sick ; whether he was aware 
that at a hospital, of which he had been informed, there were, 
in October last, 500 patients, 95°, of whom were bedridden ; 
that the medical staff was only two in number ; that, while there 
was a considerable number of assistant nurses, there were only 
ten with full training ; that, notwithstanding intensive bombing 
near by, no effort was made to remove patients; and that early 
in October the hospital suffered a hit from a high explosive, as 
a result of which eighty-five patients and three nurses lost their 
lives. Mr. BROWN said he assumed that the first part of the 
question referred to his reply to a previous question on June 17 
(Journal, June 21, p. 950). He could not give precise figures, but 
it might be taken that of the 4,000 described as removed from 
public assistance hospitals the great majority were bedridden, 
while of the 4,000 described as removed trom shelters the great 
majority were not. 


Venereal Diseases in Jamaica 


Replying to Dr. Morgan on July 9, Mr. GEORGE HALL said 
there were three clinics for the treatment of venereal diseases in 
Jamaica, situated at Kingston, Montego Bay, and Port Antonio. 
Four full-time and two part-time medical officers were attached 
to the Kingston clinic and one part-time medical officer to each 
of the other two. It was impossible to estimate the proportion 
of those infected who sought treatment at the clinics. It was 
known, however, that an exceedingly small proportion of cases 
sought competent medical treatment in the early stage. The 
numbers of new cases admitted to the clinics in 1940 were: 


Male Female 

Kingston: 

Syphilis .. 1,624 2,190 
Montego Bay: 

Syphilis ow 504 448 
Port Antonio: 

Syphilis .. 758 489 


A temporary clinic at Kingston public hospital was equipped 
but is not in operation owing to lack of staff. Clinics were also 
planned for Spanish Town, St. Anne’s Bay, Falmouth, Savanna- 
La-Mar, Black River, and Mandeville. 

In the venereal diseases clinic at Kingston there were different 
departments for males and females, but, owing to lack of space 
and staff, not separate departments for children. There were no 
special facilities in the hospitals for treating children suffering 
from these diseases. The great majority of infected children were 
treated at the clinic as out-patients. Lord Moyne did not regard 


the position as satisfactory and was taking up the whole matter 
with the Governor of Jamaica. Provision of adequate treatment 
of children suffering from these diseases in the West Indian 
Islands was under investigation. , 


In any case no’ 
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INFECTIOUS DISEASES AND VITAL 
STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics in the 
British Isles during the week ended June 28. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 


sponding week last year, for : (a) England and Wales (London included). (b) 
London (administrative county), (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(4) The 13 principal towns in Eire. (e) The 10 principal towns in Northern 
Leland. 

A dash — denotes no cases ; a blank space denotes disease not notifiable 
or no return available. 


1941 1940 (Corresponding Week) 
Disease 
(a) | (b) | (c) | d)| © F | (b)| © | | (e) 
Cerebrospinal fever .. | 192, 18) 54) 2 38 213) 10 2! 6 
Deaths ws as 2 3| | 2 2 
Diphtheria | 37, 162, 26 249 760) 25) 230) 36 19 
Deaths 18) — | — 4 3) 2 
Dysentery ..  ..| 78 10, |—f 34 29 
Encephalitis lethargica | | 
Deaths | | | 
Enteric (typhoid and | | | | 
paratyphoid) fever | — 29) 1) — | 3, 9 6 
Erysipelas @ 16 48 2 2 
Deaths —| — | | 
Infective enteritis or 
diarrhoea under 2 | 
years | 
Deaths Se oe 26 2 4 9 3 34 8 6 6 4 
Measles |8,820) 284) 74 198,338) 28 1,484, 36 
Deaths 7; — }—|— 
Ophthalmia neonatorum, 82 4 16 ne 81 4 27 —_ 
Deaths a2 | | 
Pneumonia, influenzal* | 664 31 3) 3 if 478 18 4 1 1 
Deaths (from influ- | 
enza) 5} 22 6 7—|—/—|— 
Pneumonia, primary .. 222) 12) 1347 
Deaths — | — 12 3 
Polio-encephalitis, acute | 1) — 
Poliomyelitis, acute .. 3; — 25) — 2} —|— 
Puerperal fever 2 16 1 1 6 7 4— 
Puerperal pyrexia... | 119 4) if 131) 8 «19 2 
Deaths 
Deaths 
Scarlet fever .. 840) 34) 120) 30! 201,058) 26 128 24 26 
Deaths | — 2) — 1 
Typhus fever .. 3] — 
Whooping-coug .. |5,437| 215) 184 28 18 
Deaths (0-1 year) ae 305; 18; 60; 28 13p 292) 46; 39) 25) 23 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
births) .. |4,172| 503) 576, 181| 4,007} 637; 540) 155) 131 
+Annual death rate per 
1,000 persons living 12.5 | 12.0) — 10.9 | 10.3) 11.5 
Live births .. |4,577| 883) 1768 6,163) 950) 884) 358) 222 
+Annual rate per 1,000 
persons living .. 18.0 | 28.8) —t+ 17,9 | 23.9) 19.4 
Stillbirths 13) 34 36; 35 
Rate per 1,000 total 
births (includin; 
stillborn) .. ee 37 38 


* Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 


+ Owing to evacuation schemes and other movements of population, the birth 
and death rates have to be omitted for Northern Ireland. 


EPIDEMIOLOGICAL NOTES 


‘Infectious Diseases for the Week 


Diphtheria and whooping-cough are the sole principal notifiable 
diseases to increase in England and Wales during the week. The 
latter is prevalent in the large towns, the figures for the current 
week (previous week in parentheses) being as follows: London 
215 (160), Birmingham 106 (72), Liverpool 83 (89), Manchester 
146 (148). In Scotland diphtheria has fallen, and also whooping- 
cough, but the former is still prevalent in proportion to the total 
population. In a recent circular the Department of Health 
lays stress upon the high susceptibility and mortality among 
children of 1 to 4 years, and local authorities are urged to 
intensify their immunization campaigns during the summer 
months while schools are closed, especially among children 
of pre-school age, in order to safeguard them from attack during 
the winter period, when the disease is more rife and more lethal. 


Cerebrospinal Fever 


Despite the high incidence of cerebrospinal fever in the first 
few weeks of the year, it was early suggested with some measure 
of confidence that an epidemic on the scale of that experienced 
in 1940 was improbable. This expectation has been fulfilled, as 
the accompanying chart reveals: the total numbers notified 
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| | | | | uN 
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45 
NUMBER OF WEEKS 


during the first twenty-six weeks were 7,847 in 1941, compared 
with 9,229 in 1940. Although incidence was low at the begin- 
ning of the latter year, the rate of increase was higher than in 
1941, attaining a high velocity at the end of January and con- 
trasting strongly with the more leisurely rise this year. In the 
present year the acme was reached a week earlier, but the 
decline, like the rise, has been leisurely, although characterized, 


as in 1940, by occasional exacerbations due to local outbreaks. — 


The infection has been milder on the whole this year, and low 
case-fatality figures are expected when the records are collected. 
Although several small series with case mortalities as low as 

°% are not uncommon, the general rate for the whole country 
has so far remained in the region of 15%. More intensive 
chemotherapy will doubtless help to reduce this figure sub- 
stantially. 


The Minister of Health has made the following acting 
appointments: Mr. J. C. Wrigley, C.B., to be Deputy Secretary 
of the Ministry of Health in the place of Mr. A. N. Rucker, 
C.B., C.B.E., who has been seconded for special duties. Mr. 
E. G. Bearn, C.B.E., to be an under-secretary in general charge 
of the preparatory and operational activities of the Ministry 
arising out of the war, other than those associated with the 
Emergency Medical Service. Mr. T. Lindsay to be a principal 
assistant secretary. Mr. P. N. R. Butcher to be an assistant 
secretary. Mr. Howell E. James to be chief general inspector 
in the place of Mr. C. F. Roundell, C.B.E., retired. 
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Medical News 


Lord Horder has been appointed personal adviser to the 
Minister of Food, Lord Woolton, on medical aspects of food 
problems. 


The annual general meeting of the Medical Society for the 
Study of Venereal Diseases will be held at 11, Chandos Street, 
W., on Saturday, July 26, at 2.15 p.m. At 3 p.m. there will be 
a discussion on “ The Present Trend of Incidence of Venereal 
Diseases in England and Wales and the Methods of Control,” 
to be opened by Colonel L. W. Harrison, followed by Dr. 
Margaret Rorke, Lieut.-Colonel T. E. Osmond, Dr. Letitia Fair- 
field, Surgeon Commander D. Duncan, Surgeon Lieut. Genevieve 
Newcastle, and Wing-Commander J. M. Kilpatrick. 


The National Council for Mental Hygiene has arranged a 
public meeting to be held at Manson House, Portland Place, 
W.1, on Thursday, July 31, at 5 p.m., when Mr. Kenneth 
Walker, F.R.C.S., will deliver an address on “ The Need for a 
Positive Philosophy of Life,” with Dr. H. Crichton-Miller in the 
chair. 


With its issue of July 5 the Pharmaceutical Journal founded 
by Jacob Bell enters on the second century of its existence. 


The Gunning Victoria Jubilee Prize, for the period 1936 to 
1940, was presented at a meeting of the Royal Society of Edin- 
burgh on July 7 to Sir James C. Irvine, D.Sc., F.R.S., Principal 
and Vice-Chancellor of the University of St. Andrews, for his 
distinguished contributions to organic chemistry. In making 
the presentation Prof. E. T: Whittaker, the President, said that 
the value of the contributions by Sir James Irvine had been 
recognized by the Royal Society of London, which had 
honoured him with the Davy Medal, and by the Chemical 
Society, which awarded him the Longstaff Medal in 1933. 


The names of Dr. William Fraser Annand, consulting 
physician, and Dr. Harry Winter, resident surgical officer, 
Coventry and Warwickshire Hospital, and Dr. Noel Rowland 


Hutchinson Holmes, medical officer, Coventry A.R.P. Casualty 


Service, have been brought to notice for brave conduct in civil 
defence. 


Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THE EDITOR, BritisH MEpIcAL JOURNAL, B.M.A. 
House, Tavistock Square, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ADDRESSES.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScotrisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Income Tax 
Fall in Practice Income 


“ DeLta ” was called up in September, 1939, for the E.M.S., and 
has been assessed for the year to April 5, 1940, on (a) the basis of 
his practice profits for 1938-9 plus (b) his salary under the E.M.S. 
for the period September 2, 1939, to April 5, 1940. Is this 
correct? 


*.* Yes, but if “ Delta’s ” aggregate earned income for 1939-40 
is not more than four-fifths of his earned income as assessed for 
that year he is entitled to have the practice profits calculated on 
the basis of the actual year (Finance Act (No. 2) 1939, Section 11). 
Whether relief is obtainable in that way will of course depend on 
the amounts concerned. 


LETTERS, NOTES, ETC. 


Abdominal Symptoms after Opium 


Mr. P. L. BLakety (Shanklin) writes: May I, as a pharmacist, ask 
if it is quite fair for Dr. Jas. Scott (June 21, p. 952) to suggest 
that all the blame for certain abdominal symptoms, which he 
describes, lies upon the shoulders of opium? Pulv. Dover, alias 
pulv. ipecac. co., is a partnership. One does not need to refer 
much to Prof. A. J. Clark’s Applied Pharmacology to know that 
the crimes seem much more like those of ipecacuanha. We can 
probably acquit the potass. sulph. There is 10% of ipecacuanha 
in pulv. ipecac. co. as there is of opium. Ipecacuanha contains 
the irritant alkaloids of emetine and cephaeline. The 1/4-grain 
dose of morphine mentioned at the end of Dr. Scott’s letter js 
equal to the morphine content of 2} grains of opium or 25 grains 
of Dover’s powder. Perhaps it would be presumptuous of me to 
point out that the actions of opium are not necessarily the same 
as those of 1/10 part of its weight of morphine owing to the 
presence in opium of several other alkaloids. 


St. Columba’s Hospital for Advanced Cases 


Mr. NorMan A. Sprott, F.R.C.S., writes: Many of your readers 
may be glad to know of the services provided by this hospital, 
In peacetime most of the patients came from a few large general 
hospitals, eager to fill our beds as soon as they were available, and 
there was no reason to make the institution known to a wider 
public; but wartime conditions have lessened the demand on our 
beds from the usual sources, with the result that our waiting lists 
have sometimes been reduced to vanishing-point, and there have 
even been empty beds, particularly in the men’s wards. I cannot 
help feeling that these beds could be filled many times over if 
more members of the profession were aware of their existence. 
St. Columba’s Hospital (Swiss Cottage, London, N.W.3) was 
founded to serve the needs of incurable patients, many of them 
dying of malignant disease, during the last few months of their 
illness. It provides care rather than cure for those beyond the 
reach of operative or radiological treatment. Infectious and 
mental cases are not admitted. Patients are expected to con- 
tribute, according to their means, from two to five guineas a week, 
for which they receive medical and nursing attendance, drugs, and 
dressings. There are no extras. The hospital provides for a class 
of patients that cannot easily be nursed at home or yet afford to 
remain for long in a private nursing home, and for whom there 
is otherwise usually no alternative but a council hospital. St. 
Columba’s stands in a large garden in South Hampstead, readily 
accessible from the ,West End of London, with an excellent bus 
and underground service. Considering the desperate nature of 
the cases admitted it is a remarkably happy place. Many medical 
practitioners and others visiting the hospital have been impressed 
by its peaceful, friendly atmosphere. There are no private rooms 
at St. Columba’s, and it seems to me that these patients, once they 
appreciate the fact that cure is out of the question, are generally 
happier in a ward with others similarly afflicted than they would be 
in a private room at a nursing home or living at home with their 
relations. The hospital is interdenominational, and the spiritual 
needs of the patients are well cared for. 


Recruitment for Nursing 


Efforts to bridge the gap between the time girls leave school to 
when they are old enough to enter hospitals are referred to in 
a report issued by the Nursing Recruitment Centre. Although 
the Centre, financed by the King Edward’s Hospital Fund for 
London, has only been in existence just over a year, some 450 
applications have been received from girls of 15 or 16 who would 
not normally be ready for hospital training for at least two years. 
The report states: “If the nursing register goes on growing at 
this rate of 5 or 6 a day, it will total over 1,000 names by the end 
of the year, and more than double that number by the end of 
next year.” The Centre sends these candidates leaflets on nursing, 
lists of pre-nursing courses, and individual advice about the best 
means of bridging the gap. It aims at keeping in touch with them 
until they are old enough to apply for hospital training. 


Disclaimer 


Mr. A. H. McINDOE writes: I wish to make it clear that I was in 
no way responsible for the undesirable comments recently made 
in the Press in regard to myself and the Maxillo-facial Unit at 
East Grinstead. I have no knowledge of the writer, have given 
no interviews, and wish to dissociate myself completely from 
publicity of this type. 


Corrigendum 


We regret that the price of the seventh edition of Methods of Treat- 
ment, by Prof. Logan Clendening and Dr. E. H. Hashinger, was 
incorrectly given last week (p. 89) as 25s. net; this should have 
been 50s. net. 
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